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FOI Ref: 6256
Category(ies): Trust - IT
Subject: Early Warning Systems
Date Received: 23/02/2022

	[bookmark: _Hlk66456130]Your request:

	Our response:


	1. Which electronic observations system do you use? (if any)

	Meditech- NEWS2

	2. Are there automatic escalations at set scores to doctors? Y/N

If yes so what is the NEWS2 cut off for
i) automatic escalation to the registrar?
ii) other team member junior doctor/matron/CCOT?

	There are no automated escalations to doctors through Meditech/from our systems. However, there are clear scores at which escalation is required to relevant clinical teams (please see attached Escalation Policy). Work is also ongoing with Health Informatics to enable visibility on ward whiteboards for all patients with high NEWS2 scores and/or those for whom a Deteriorating Patient Proforma has been completed in the preceding 12 hours, to strengthen clinical teams’ visibility to their sickest patients.




For escalation policy please see Section 1 Appendices - Appendix 2 The Escalation Policy. Pg. 16
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1. INTRODUCTION 
 
Adult patients admitted to hospital believe that they are entering a place of 
safety and feel confident that should their condition deteriorate they are in 
the best place for prompt and effective treatment. However, published 
evidence suggests there are many ‘at risk’ and deteriorating patients in 
general wards who receive suboptimal care. This may be because the 
deterioration is not recognised, appreciated, or acted upon promptly. Early 
identification is important to prevent subsequent cardiopulmonary arrest. For 
those patients who do not proceed to cardiac arrest, they may have an 
increased risk of avoidable mortality, increased length of stay and associated 
avoidable healthcare costs. 
 
Evidence has shown that 26% of preventable deaths were related to failures 
in clinical monitoring. By closely monitoring changes in physiological 
observations, deteriorating patients are more likely to be identified before a 
serious adverse event occurs. 
 
Therefore, diligent, skilled monitoring of patient’s physiological observations, 
with timely and appropriate response to abnormalities, are fundamental to 
the pre-emptive care of patients with established or potential critical illness. 
 


2. PURPOSE & SCOPE 
 
2.1 Purpose 


 
The purpose of an Early Warning Scoring System (EWSS) is to assist in the 
early identification and management of the ‘at risk’ and deteriorating patient. 
It is based upon the allocation of points to physiological observations. The 
more deranged the observations the higher the score. The calculation of the 
total score and the use of an escalation policy give clear directions of the 
course of action to be taken, promoting prompt referral for the earlier 
assessment and management of the patient. 
 
NEWS2 (The National Early Warning Score version 2) was mandated by 
NHS England to be used in all acute trusts from March 2019 as a means of 
standardising the identification and management of the deteriorating adult 
patient. It must be used on all patients over 16 years of age, except pregnant 
women in 2nd and 3rd trimester and those requiring care at end of life. 
 
It is based on a simple aggregate scoring system in which a score is 
allocated to physiological measurements, already recorded in routine 
practice, when patients present to, or are being monitored in hospital. 
Six simple physiological parameters form the basis of the scoring system: 
 
1 respiration rate 
2 oxygen saturation 
3 systolic blood pressure 
4 pulse rate 
5 level of consciousness or new confusion* 
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6 temperature. 
 


*The patient has new-onset confusion, disorientation and/or agitation, where 
previously their mental state was normal – this may be subtle. The patient 
may respond to questions coherently, but there is some confusion, 
disorientation and/or agitation. This would score 3 or 4 on the GCS (rather 
than the normal 5 for verbal response), and scores 3 on the NEWS2 system. 
 
A score is allocated to each parameter as they are measured, with the 
magnitude of the score reflecting how extremely the parameter varies from 
the norm. The score is then aggregated. The score is uplifted by 2 points for 
people requiring supplemental oxygen to maintain their recommended 
oxygen saturation. 
 
This is a pragmatic approach, with a key emphasis on system-wide 
standardisation and the use of physiological parameters that are already 
routinely measured in NHS hospitals and in prehospital care. 
(See Appendix 1, the NEWS2 scoring tool and Appendix 2, the escalation 
policy) 
 


2.2 Scope 
 
This policy applies to all The Rotherham NHS Foundation Trust (TRFT) 
clinical staff, excluding obstetric and paediatric ward patients who have 
specific Early Warning Scoring Systems. Please refer to appropriate policy 
documents. 
 


3. ROLES & RESPONSIBILITIES 
 
 


Roles Responsibilities 


Chief Executive The Chief Executive has the overarching 
responsibility for ensuring that: 


• The policy is developed and 
implemented across the Trust. 


• Delegation of appropriate 
responsibilities for the above. 


Chief Nurse The Chief Nurse has the delegated 
responsibility for: 


• Ensuring that the Trust has a 
comprehensive policy supporting the 
use of NEWS2. 


• Ensuring that an effective 
implementation strategy is 
introduced. 
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Roles Responsibilities 


• Ensuring arrangements are in place 
for monitoring the effectiveness of the 
policy. 


• Ensuring any identified deficiencies 
are brought to the attention of the 
Trust Board. 


Consultant Intensivist – 
Critical Care / 


Critical Care Outreach 


Is the medical lead and is responsible for 
providing advice on issues relating to 
NEWS2. 


Clinical Nurse Specialist 
Critical Care Outreach 


Is responsible, in conjunction with the 
Intensivists for: 


• Providing support to nursing staff in 
relation to the execution of the policy 
and NEWS2. 


• Delivering training to support the 
implementation of the policy and the 
introduction of NEWS2 


• Conducting audit activities. 


• Conducting research activities. 


• Reviewing the system and 
processes. 


Nurse Specialist  
Critical Care Outreach 


Is responsible for: 


• Supporting ward staff on a day to day 
basis to fulfil the requirements of the 
NEWS2. 


• Delivering training to support the 
implementation of the policy and the 
introduction of NEWS2. 


Health Informatics and the 
Practice Development Team 


Are responsible for training on the 
inputting of vital signs onto Meditech. 


Audit Clerk – Critical Care Is responsible for inputting the Outreach 
audit information 


Matrons/Lead Nurses Are responsible for ensuring the policy is 
implemented within their area of 
responsibilities. 


Ward Managers Are responsible for  


• Providing support to nursing staff in 
relation to the execution of the policy 
and NEWS2. 


• Ensuring that staff attend the 
identified training in the use of 
NEWS2. 
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Roles Responsibilities 


Registered Nursing staff Are responsible for  


• Accurately utilising NEWS2 and 
maintaining accurate record keeping. 


• Attending identified training in the use 
of NEWS2. 


Health Care Support Workers Where delegated to take vital signs they 
are responsible for accurate record 
keeping and for informing the registered 
nurse in charge of the patient care of any 
change in the patient’s condition/vital 
signs. 


Medical staff/Advanced 
Practitioners 


Are responsible for responding to a 
trigger and reviewing the patient and 
documenting a management plan within 
the patient’s medical records. 


 
 
4. PROCEDURAL INFORMATION 


 
Vital signs are recorded on Meditech e-observations. This system has been   
built to provide an electronic calculation of the NEWS2 score from the 
entered vital signs using the NEWS2 parameters. 
Paper charts, which incorporate the NEWS2 chart, are available in the event 
of a system failure.  
The frequency of vital signs monitoring is dependent on the total NEWS2 
score. 
 
Low-score group  
 
Patients scoring 0 must have a minimum of 12 hourly vital signs. 
Patients scoring 1-4 must have 4-6 hourly vital signs, unless more or less 
frequent monitoring if considered appropriate by a competent clinical 
decision-maker. 
 
Certain groups of patients are classed as ‘Patients At Risk’ as they have a 
greater potential to deteriorate. These patients must always have 4-hourly 
vital signs recorded even if their NEWS2 score remains 0. Once clearly 
stable a decision can be made by an experienced clinician (doctor/nurse) to 
reduce the frequency.  
 
Patients At Risk of deterioration include those with the following diagnoses 
or in the following categories: 


• As per ward policy (e.g. # NOF, post procedure) 
• All patients discharged from Critical Care (HDU/ITU) for a minimum of 24 


hours 
• Supplemental oxygen i.e. ≥ 60%, NHF, BiPAP (NIV), CPAP 
• Sepsis 
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• Pancreatitis 
• Acute Kidney Injury (AKI) 
• Urine output < 20mls/hr for two or more hours OR < 0.5 mls/kg/hr for six  


or more hours 
• Fractured ribs 
• Head Injury (Also use Neurological chart) 
• Peritonitis 
• Major surgery 
• Emergency surgery 
• Life threatening asthma 
• Any patient who is ‘causing concern’. 
 
Low to medium score group 
 
Patients scoring 3 in a single parameter must have hourly vital signs unless 
more or less frequent monitoring is considered appropriate by a competent 
clinical decision-maker. 
 
Medium score group – Urgent Response Threshold 
 
Patients scoring 5 or 6 must have hourly vital signs unless more or less 
frequent monitoring is considered appropriate by a competent clinical 
decision-maker. 
 
High score group – Emergency Response Threshold 
 
Patients scoring 7 and above must have half hourly vital signs unless more 
or less frequent monitoring is considered appropriate by a competent clinical 
decision-maker. 
   
The frequency of recording vital signs must be documented in the allocated 
space on the electronic or paper chart. 
 
Vital signs must be recorded and acted upon by staff who have been trained 
to undertake these procedures and understand their clinical relevance. 
  
As a minimum the following vital signs must be recorded: 


• Respiratory rate 


• SpO2 Scale 1 or SpO2 Scale 2 


• Percentage / litres of supplemental oxygen (if required) 


• Systolic blood pressure 


• Heart rate 


• Level of consciousness 


• Temperature. 


 
An addition to the scoring assessment is SpO2 scale 2. 
The SpO2 scoring Scale 2 is for patients with a prescribed oxygen saturation 
requirement of 88–92% (e.g. in patients with hypercapnic respiratory failure). 
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This must only be used in patients confirmed to have hypercapnic respiratory 
failure on blood gas analysis on either a prior, or their current hospital 
admission. 
The decision to use the SpO2 scoring Scale 2 must be made by a competent 
clinical decision maker and must be recorded in the patient’s clinical notes. 
In all other circumstances, the regular NEWS SpO2 scoring scale (Scale 1) 
must be used. 
 
NEW2 does not include a calculation for urine output 
 
It is important to ensure patients are passing adequate amounts of urine.   
Any concerns on UOP the patient’s own team MUST be informed. 
Acute Kidney Injury (AKI) is a marker of the ‘sick patient’. It requires prompt 
recognition and management. 
A NEWS2 score of 5 and above: The patient must commence fluid balance. 
Patients at risk of deteriorating MUST commence fluid balance. 


 
 Escalation Policy 
 


The calculation of a total NEWS2 score is used to initiate a course of action 
and is referred to as the Escalation Policy (see appendix 2). This is to ensure 
an appropriate response strategy i.e. increased frequency of vital signs, 
prompt referral to an experienced doctor for patient management and therapy, 
together with a documented decision regarding the escalation plan.  


 
The escalation policy must be followed and the nurse in charge must be 
aware of all patients whose observations are deranged from their norm. This 
escalation policy applies unless the patient is “end of life” in which case, the 
ceilings of care must be documented. 


 
NEWS2 score of 1 to 4 
 
Patient to be assessed by registered nurse. 
Inform the nurse in charge. 
Minimum of 4 to 6 hourly vital signs unless a documented decision to increase 
or decrease the frequency. 
 
NEWS2 score of 3 in one parameter 
 
Inform the nurse in charge. 
Minimum of 1 hourly vital signs unless a documented decision to increase or 
decrease the frequency. 
Registered nurse to inform patient’s own team. 
Own team to consider if escalation of care necessary. 
Document escalation plan. 
Commence sepsis screening tool if patient has known infection, suspected 
infection or at risk of infection. 
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NEWS2 score of 5 or 6 ‘Triggers’ a medical review.  URGENT RESPONSE 
 


Immediately inform the Nurse in Charge. 
Minimum of 1 hourly vital signs unless a documented decision to increase or 
decrease the frequency. 
Registered nurse to inform patient’s own team. 
 


The patient must be reviewed within 30 minutes by their own team. 


 


Out of hours request Hospital at Night review. 
Commence sepsis screening tool if patient has known infection, suspected 
infection or at risk of infection. 


Commence fluid balance monitoring. 


Contact Critical Care Outreach. 


Consider if escalation of care necessary. 


Document escalation plan. 


 


NEWS2 score of 7 and above 


 


Immediately inform Nurse in Charge. 
Minimum of half hourly vital signs unless a documented decision to increase 
or decrease the frequency. 
Registered nurse to inform patient’s own team. 
 


Patient’s own team ST3+ (Registrar) to review within 10 minutes. 


 


If immediate assistance is required or no response in 10 minutes: 


CODE RED 2222 (see below) and request patient’s own team ST3+ 
(Registrar). 


 


Out of hours request Hospital At Night review. 
Commence sepsis screening tool if patient has known infection, suspected 
infection or at risk of infection. 


Hourly fluid balance. 


Consultant review as soon as possible. Where physical review is not possible 
e.g. out of hours, inform Consultant and Consultant review within 12 hours. 


Consider senior (ST 3+) referral to Critical Care team (Bleep 722). 


Consider contacting Critical Care Outreach (Telephone 7157). 


Consider and document escalation plan including ceilings of care if 
appropriate. 


   


If patient’s condition does not improve after two hours the responsible 
consultant must be contacted to review and/or discuss the management plan. 


 
The patient always remains under the management of their own team. 
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By following the escalation policy, the appropriate grade of doctor is 
contacted. 
 
If this doctor is not available, then the senior nurse must escalate the referral 
to a higher grade doctor. 
Escalation may involve contacting the patient’s consultant (or consultant-on-
call out of hours). 
 
A clearly documented plan that specifies which vital signs must be taken, if 
additional to the above, must be recorded together with their frequency. This 
must take into account the patient’s diagnosis, presence of co- morbidities 
and agreed treatment plan. 
 
If the patient requires fluid balance monitoring, then strict intake and output 
must be recorded. Patients that are At Risk of deterioration must always have 
strictly recorded intake and output. 


 
5. DEFINITIONS AND ABBREVIATIONS 


 
5.1  Definitions 
 


SpO2 Peripheral capillary oxygen saturation, an estimate of the 
amount of oxygen in the blood. 


ST3+ Specialist trainee doctor, year three and above. 
 


CODE RED 
 
A CODE RED call is a 2222 fast bleep of the medical registrar in order to 
obtain an immediate medical response. 
This must be used if: 
1. The patient requires an immediate review. 
2. There has been no response when bleeping the patient’s own team (ST3 


and above). 
 


The Code Red call can be placed for all patients EXCEPT when a clear plan 
has been documented. i.e. 
 
1. Palliation. 


 
2. The patient’s accepted vital signs are DOCUMENTED clearly in the 


medical notes.  
This may occur in certain patient groups, where what is considered 
‘normal’ vital signs will result in a NEWS2 score of 5+.  
 
It is not acceptable to write ‘Not for Code Red’ without clearly 
documenting the ceilings of care for the patient and the medical 
management plan.  
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3. For this group of patients vital signs which then fall outside the designated 
parameters WILL INSTIGATE THE ESCALATION POLICY. 


4. It is important that a documented decision is made regarding the patient’s 
escalation plan. This must be reviewed on a regular/daily basis. 


 
5.2     Abbreviations 
 


AKI   Acute Kidney Injury 
BiPAP  Biphasic/Bilevel Positive Airway Pressure 
CG   Clinical Guidance 
CPAP  Continuous Positive Airway Pressure 
CNS  Clinical Nurse Specialist 
EWSS  Early Warning Scoring System 
GCS  Glasgow Coma Scale 
HDU  High Dependency Unit 
HI   Health Informatics 
ITU   Intensive Therapy Unit  
NEWS2  National Early Warning System 2 
NHF   Nasal High Flow  
NHS  National Health Service 
NiC   Nurse in Charge 
NIV   Non-Invasive Ventilation 
NOF  Neck of Femur 
UOP  Urine Output 
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APPENDIX 1 
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APPENDIX 2 


 
 


Escalation Policy 


NEWS2 Score and Frequency of 
Monitoring 


Clinical Response Escalation Policy 


0 
Minimum 12 hourly* 
  


• *If ‘Patient At Risk’ (see definition) increase 
frequency of vital signs to 4 hourly. 


  


Total 1-4  
Minimum 4-6 hourly 


• Patient to be assessed by registered nurse. 


• Inform Nurse in Charge. 


• Increase frequency of vital 
signs. * 


  


3 in a single parameter  
Minimum 1 hourly 
  


• Inform Nurse in Charge. 


• Registered nurse to inform patient’s own 
team. 


• Own Team to consider if 
escalation of care 
necessary. * 


• Document escalation plan. 


Total 5-6 
Minimum 1 hourly 
  
Review within 30 minutes 
  
Urgent Response Threshold 
  


• Immediately inform Nurse in Charge. 
  


• Patient’s own team to review within 30 
minutes. 


  


• Out of hours request H@N review 
(Telephone 8420). 


• Complete sepsis screening tool. 


• Commence fluid balance monitoring. 


• Contact Critical Care 
Outreach (Telephone 7157). 
* 


  


• Consider if escalation of 
care necessary. * 


  


• Document escalation plan. 
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 Total 7 or more 
Minimum ½ hourly 
  
Patient MUST be reviewed 
within 10 minutes. 
  
Emergency Response 
Threshold 
  
For immediate review /failure to 
respond: 
Call ‘CODE RED’ 2222 
  


• Immediately inform Nurse in Charge. 
  


• Patient’s own team ST3+ (Registrar) to 
review within 10 minutes. 


  


• If immediate assistance is required or no 
response in 10 minutes: 


                  CODE RED 2222 &  
             request patient’s      own team  
                               ST3+ (Registrar). 
  


• Out of hours request H@N review 
(Telephone 8420). 


• Complete sepsis screening tool. 


• Hourly fluid balance. 


• Consultant review as soon as possible, 
where physical review not possible e.g. 
out of hours inform consultant and 
consultant review within 12 hours. 


• Consider senior (ST 3+) 
referral to Critical Care team 
(Bleep 722). 


  


• Consider contacting Critical 
Care Outreach (Telephone 
7157). 


 Review and document escalation 
plan including ceilings of care if 
appropriate. 
  
If patient’s condition does not 
improve after 2 hours the 
responsible consultant must be 
contacted to review and or 
discuss the management plan. 


If you have any concerns about the patient even if the NEWS2 is low always seek medical assistance. 


* Unless the patient is “end of life” and ceilings of care must be documented 


The escalation policy applies to all adult inpatients except the obstetric patients and those in Urgent and Emergency care, 
Critical care or Theatres, where the level of nursing and medical care is more intensive. 
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 


 
The document was consulted upon widely within the Trust and with the 
followings groups of staff: 


 


• Clinical Directors 


• Medical staff Consultants 


• Matrons 


• Senior nurses 


• Ward Managers 
 


9. APPROVAL OF THE DOCUMENT 
 
This document was approved by the Patient Safety Group. 


 
10. RATIFICATION OF THE DOCUMENT 


 
This document was ratified by the Trust Document Ratification Group. 


 
11. EQUALITY IMPACT ASSESSMENT STATEMENT 


 
An Equality Impact Assessment has been carried out in relation to this 
document using the approved initial screening tool; the EIA statement is 
detailed at Appendix 1 to this section of the document. 
 
The manner in which this policy impacts upon equality and diversity will be 
monitored throughout the life of the policy and re-assessed as appropriate 
when the policy is reviewed. 
 


12. REVIEW AND REVISION ARRANGEMENTS 
 
This document will be reviewed every three years unless such changes 
occur as to require an earlier review.  


 
This document will be reviewed every three years by the Clinical Nurse 
Specialist Critical Care Outreach unless such changes occur as to require 
an earlier review.  


 
13. DISSEMINATION AND COMMUNICATION PLAN 
 
 


To be disseminated 
to 


Disseminated 
by 


How When Comments 


Document Ratification 
Group via policies 
email 


Author Email Within 1 week 
of ratification 


Remove 
watermark from 
ratified document 
and inform 
Document 
Ratification Group 
if a revision and 
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which document it 
replaces and 
where it should be 
located on the 
intranet. Ensure all 
documents 
templates are 
uploaded as word 
documents. 


Communication Team 
(documents ratified by 
the Document 
Ratification Group) 


Document 
Ratification 
Group 


Email  Within 1 week 
of ratification 


Communication 
team to inform all 
email users of the 
location of the 
document.  


All email users Communication 
Team 


Email Within 1 week 
of ratification 


Communication 
team will inform all 
email users of the 
policy and provide 
a link to the policy. 
 


Key individuals 
 
Staff with a 
role/responsibility 
within the document 
 
Heads of Departments 
/Matrons 
 


Author Meeting/E
mail as 
appropriate 


When final 
version 
completed 


The author must 
inform staff of their 
duties in relation to 
the document.  


All staff within area of 
management 


Heads of 
Departments 
/Matrons 


Meeting / 
Email as 
appropriate 


As soon as 
received from 
the author 


Ensure evidence 
of dissemination to 
staff is maintained. 
Request removal 
of paper copies 
Instruct them to 
inform all staff of 
the policy including 
those without 
access to emails 


 
14. IMPLEMENTATION AND TRAINING PLAN 
 


What  How  Associated 
action  


Lead Timeframe 


Stop The Shift 
NEWS2 training 
package. 
Written by 
Critical Care 
Outreach. 


Training to 
ward staff. 
Available 
on intranet. 
File on 
every ward. 


Matrons  
Ward Managers 


CNS Critical 
Care 
Outreach  


Ongoing  


E-learning 
package 


Self-
directed 


Certificate of 
competence kept 


All ward 
managers to 
ensure all 


Ongoing 
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by ward 
manager 


staff 
compliant 


Nurse Essential 
Training 


Class room 
delivery 
NEWS2 
and 
Meditech 
vital signs 


Qualified ward 
staff 


CNS Critical 
Care 
Outreach 


2019-2020 


Meditech training One to one  Health 
Informatics 
and Practice 
Development 
Team 


Ongoing 


 
 
15. MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE 


TRUST DOCUMENT 
 
15.1 Process for Monitoring Compliance and Effectiveness 
 


• For staff to be aware of their roles and responsibilities (Refer to 
section 3) 


• Record a full set of observations. (i.e. RR, HR, BP, Temperature, 
Conscious level, oxygen saturations, percentage or litres of 
supplemental oxygen) 


• Record observations as per escalation policy unless a documented 
decision has been made at a senior level to decrease frequency. 


• Frequency of observations must be clearly documented on Meditech 
and in the medical or nursing notes. 


• Report any deranged parameter to the nurse in charge. 


• Follow the escalation policy unless identified as a clinical emergency 
when immediate medical assistance must be obtained. 
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15.2 Standards/Key Performance Indicators (KPIs) 


 
Episodes of failure to follow the escalation process to be reported via the 
Trust Datix system. 
All Medical and nursing teams are to receive training in the use of NEWS2 
and the Trust Escalation policy. 


 
 
 
 
 
 
 
 
 
 
 
            
 
 
 
 
 
 


Audit/Monitoring 
Criteria 
 


Process 
for 
monitoring 
e.g. audit, 
survey 


Audit / 
Monitoring 
performed 
by 


Audit / 
Monitoring 
frequency 


Audit / 
Monitoring 
reports 
distributed 
to 


Action 
plans 
approved 
and 
monitored 
by 


Roles & 
Responsibilities 


Audit Outreach 
Ward 
Manager 


Yearly  


As requested 


Critical Care 
Clinical 
Effectiveness 
Deteriorating 
Ward Patient 
Group 
Patient 
Safety group 


Critical Care 
Clinical 
Effectiveness 
Deteriorating 
Ward Patient 
Group 
 Patient 
Safety group 


Local Procedures Audit Outreach 
HI & Practice 
Development 
Team  


Yearly 
As requested 


Critical Care 
Clinical 
Effectiveness 
Patient  
Deteriorating 
Ward Patient 
Group 
Safety group 
Practice 
Development 
Team 


Critical Care 
Clinical 
Effectiveness 
Patient  
Deteriorating 
Ward Patient 
Group 
Safety group 
Practice 
Development 
Team   


NEWS2 Training  
attendance from all 
ward areas 


Nurse 
Essential 
Training 
database 
names 


Ward 
manager 


One to two 
years / as 
required 


Heads of 
Division 


Heads of 
Division 


NEWS2 e learning Audit of 
trained 


Ward 
Manager  


On going Heads of 
Division 


Heads of 
Division 
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Section 2 
Appendix 1 


 


 
EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL 


Document Name: 
Policy for the Adult National Early Warning Scoring System 
(NEWS2) (Excluding the Obstetric Patient) 


Date/Period of Document: June 2020 – June 2023 


Lead Officer: CNS Critical Care Outreach Job title: CNS Critical Care Outreach 


     


  Function   Policy   Procedure   Strategy   Other:_______________________________ 


Describe the overall purpose / intended outcomes of the above: This document describes the policy and process for NEWS2 adult patient at risk 
scoring system excluding the obstetric patient. 
You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas. 


1. Assessment of possible adverse (negative)  impact against a protected characteristic 


Does this have a significant negative impact on equality in relation to 
each area? 


Response If yes, please state why and the evidence used in 
your assessment  


Yes No 


1 Age  x  


2 Disability  x  


3 Gender reassignment  x  


4 Marriage and civil partnership  x  


5 Pregnancy and maternity  x  


6 Race  x  


7 Religion and belief  x  


8 Sex  x  


9 Sexual Orientation  x  


You need to ask yourself: 


• Will the policy create any problems or barriers to any community or group?  Yes  No 


• Will any group be excluded because of the policy?  Yes  No 


• Will the policy have a negative impact on community relations?  Yes  No 
If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment 


 


2. Positive impact: 


Could the policy have a significant positive impact on equality by 
reducing inequalities that already exist? 
Explain how will it meet our duty to: 


Response If yes, please state why and the evidence used in 
your assessment  


Yes No 


1 Eliminate discrimination, harassment and / or victimisation  x  


2 Advance the equality of opportunity of different groups  x  


3 Foster good relationships between different groups  x  


 


3. Summary  
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?   


Positive   Negative 


HIGH  MEDIUM  LOW  NEUTRAL  LOW  MEDIUM  HIGH  


Date assessment completed: 30.06.2020 Is a full equality impact assessment required?  Yes    No 


Date EIA approved by Equality and Diversity Steering Group:   
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