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Reducing Avoidable Harm through Patient 
Assessment & Escalation 

 
In patients who are, or become acutely unwell in hospital, 

there is evidence that deterioration is not always recognised 

or it is not acted on rapidly enough (NICE, 2007). The 

Walton Centre NHS Foundation Trust wanted to improve 

observation recording, recognition and response to deteriorating patients using the NEWS 

assessment tool.  

 

Background: 

The Walton Centre is the only specialist hospital trust in the UK dedicated to providing 

comprehensive neurology, neurosurgery, spinal and pain management services. 

The Walton Centre established a critical care outreach team (surgical and medical acute 

response team: SMART) team in December 1999 in response to the Department of Health’s 

report; Comprehensive Critical Care: A Review of Adult Critical Care Services (May 2000). 

This small team consisted of senior nurses with a background in neuro critical care with 

close links to the anaesthetic and nursing staff from the intensive care unit. In 2015 the team 

expanded to create a 24 hr / 7 day service to ensure expertise available during weekdays 

was expanded to cover the hospital at night and the weekends. 

Wards at the Walton Centre use a Track and Trigger system or Early Warning Score to 

monitor and assess patients and to detect deterioration in patient well-being. If a patient’s 

score indicates that they may be deteriorating or nursing staff are concerned, patients will be 

referred to the SMART. If after review, a higher level of care is required, the patient is 

transferred to the appropriate area, for more specialised treatment or monitoring. 

The Track and Trigger system includes the routine collection of data broken down to ward 

area for analysis in the following categories: 

 Observations undertaken within prescribed frequency for patients currently admitted 

 Observations are only included if there is a preceding observation 

 Observations without a score (partial) are excluded from the total 

In July 2018 it was found that of the 16,382 patients seen, there were almost 1,000 (6%) for 

whom no observation score was recorded. Only 4 in 10 patients who did receive a score 

were compliant with standards. 

 
  
                                                                               

 
 
 
 
 

Actions: 

Aims: 
 

• Improve the routine recording of patient observations in all clinical areas 

• Improve the early recognition and treatment of patients showing signs of 

deterioration 

• Reduce avoidable patient harm by ensuring that patient with a National Early 

Warning Score (NEWS) of 5 or above are referred appropriately 
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Action one: Develop Observation Recording System 
 
The improvement team collaborated with the trust’s Business Intelligence team to design 

and develop an integrated system that would allow ‘real time’ review of observation 

recording in each clinical area. This was designed to be available to the SMART team to 

provide an overview of each patient’s observational recordings, and allow for early 

recognition of deterioration.  

 

Action two: Educate and Engage Staff 

 

Formal and informal education was delivered to staff by the SMART team. Bespoke support 

and coaching was available for clinical team’s staff; designed to empower staff to have the 

confidence to escalate appropriately. Staff were provided training in the use of NEWS 

recording and SBAR (Situation, Background, Assessment, Recommendation) tool. The 

SBAR template was built into the eObservations system in order to prompt staff to use it as 

the tool for safe and effective escalation of the deteriorating patient. 

An extensive communication programme was developed to share trust commitment to 

reducing the risk of patient deterioration. Patients participated in the design and delivery of 

education and awareness raising. 

 

Action three: Use data to influence change 
 
Continuous analysis of observations recorded was used to support staff, understand 

variation in care delivery and prioritise and evaluate the education programme. This data 

also supported the SMART team on where additional education and resource was required 

to ensure the compliance.  

 

Action four: Staff Scoping 

 

The SMART team engaged in discussions with all clinical staff and implemented the 

following interventions to improve the compliance of recording observations: 

 Improved the content of the BI reports to include patients who are off the ward when 

observations are due 

 Included new parameter for hourly observations for 3 in one parameter 

 Engaged with senior nursing team regarding formal/mandatory education to include 

SBAR, escalation, NEWS2 

 Provided display monitors for wards to enable easy visibility of observations due 
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Results: 
 

Results from the Track and Trigger system 

demonstrated an increase in compliance for 

recorded observations. From July 2018 to 

March 2019, compliance to NEWS increased by 

25%.  

 

 

 

 

From Jan 2018 to Feb 2019, the number of referrals to critical care and the number of 

bleeps to the SMART team has reduced. 

 
 

 
The number of referrals has reduced from 297 to 170 and number of bleeps has fallen from 

1,421 to 1,268.  

This may be as a result of the interventions implemented that staff now feel confident in 

managing patients appropriately, escalating only when needed. 
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Next steps:  
 

 Develop systems that allow automatic alerting of NEWS scoring and response times 

to be audited. 

 The Walton Centre have recently transitioned to using the NEWS2 assessment tool 

as recommended by NHS England -  install and create bespoke display screens for 

individual wards to allow real time feeds of NEWS2 scoring to ensure compliance to 

accurately ensure all patients are escalated appropriately 

 Staff have and will continue to been educated in the use and value of the NEWS in 

its role in early identification of deterioration  and SBAR as a form of communicating  

 Establish a deteriorating patient steering group to streamline teaching and 
innovations 

 Develop dashboards for the ward areas to enable real time updates of when 
observations are due and the scores 

 
 

 
Further Information: 
 
This case study has been produced by the Advancing Quality Alliance on behalf of Health 
Education England. 
 
For further information about the content  
contact  
 
Elenna Talbot 
Advanced Nurse Practitioner 
Elenna.Talbot@thewaltoncentre.nhs.uk  
 
Advancing Quality 
advancing.quality@nhs.net 
 
www.aquanw.nhs.uk 

Learning: 
 A collaborative approach to implementing a programme of improvement ensures 

engagement and specialist input from across the organisation 

 Education of staff in varying media formats ensures that regardless of learning 

style all colleagues can contribute and learn 

 Continuous analysis of a process can assure both staff and patients that safety 

is a priority for the organisation 

 Use of Quality Improvement (QI) tools support programmes of improvement to 

ensure robust implementation and accurate  

 Creating a sense of healthy competition and pride amongst wards drives 

improvement in performance. 

mailto:Elenna.Talbot@thewaltoncentre.nhs.uk
mailto:advancing.quality@nhs.net
http://www.aquanw.nhs.uk/
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