
Views 2 1 0 1 2 3

42˚ 240 Pulse 41-50 51-90 91-110 111-130 ≥131

41˚ 220 Temp 35.1-36 36.1-38 38.1-39 ≥39.1 Unrecordable

NAME: 40˚ Temp = ● 200 SBP 91-100 101-110 111-219 220≥

39˚ 180 RR  9 - 11  12 - 20 21-24 ≥25

SURNAME: 38˚ 160 AVPU Alert VPU

37˚ 140 SaO2 92-93 94-95 ≥96 Unrecordable

D.O.B: 36˚ 120 FiO2 Air Any extra O2

35˚ 100 Views
ALLERGIES: 34˚ 90 0-1

33˚ 80 2
32˚ 70  3 - 5
31˚ 60  6 - 8
30˚ 50 9+

≤ 29˚ 40

Yes No

7.35-7.45 Yes No
4.6-6

11.7-13
0 +/- 2 `

24+/- 2
<2

>120
3.3-6

1-High Flow Oxygen
2-Blood cultures and consider source control

3- Intravenous antibiotics
4- Intravenous fluid resuscitation

5-Check haemoglobin and serial lactates

R 6-Hourly urine (WE MUST START AN IN/OUT CHART)
L 7-Escalate to Senior Doctor(Reg/Consultant)

R R R R R R R R R R R R R R R R R R R R R R R

L L L L L L L L L L L L L L L L L L L L L L L

R R R R R R R R R R R R R R R R R R R R R R R

L L L L L L L L L L L L L L L L L L L L L L L

WHH TEAM QEQM

8506 Med-SHO 6402

8507 Hcoop- SHO 6402

8505 Med- Reg 6403

8771 Surg/SHO 65069

8772 Surg/Reg 6601

8807 Orth/SHO 6802

Switch Orth/Reg 6803

8508 Anaes/SHO 6502

8511 Anaes/Reg 6503

8503 Anes/Cons Switch

8510 ITU SHO 6512

8460 Outreach 65068

Switch Consultants Switch

PU Hb

R WBC

B Plat

Blood Glucose
Saturation < 91%

Systolic BP < 90 mmHg or MAP < 65

A) Documented NOT for ITU/HDU

B) A Senior Doctor has documented a clear medical plan in 

the notes

A Patient with Views Score of 6 or above can only be 

transferred to the ward if:      

Lactate > 2

Respiratory Rate > 25
Heart Rate > 130

Responding only to Voice/Pain/Unresponsive
Purpuric Rash

SEPSIS 7 (Tick when done and if NOT document on back why?

Temperature > 38.3 or < 36
Respiratory rate > 20

Heart Rate > 90
Acute confusion/Reduced conscious level

Glucose > 7.7

Relevant Bleeps/numbers

COULD THIS BE AN INFECTION? Like : Pneumonia/UTI/Meningitis/ 

Abdominal sepsis/Septic Arthritis

Patient's arrival:

RED FLAG SEPSIS TREATMENT(CRITICAL CONDITION)

AVPU

VIEWS 

(VITAL PAC 

EARLY 

WARNING 

SCORE)

Pulse

Capillary Refill Time (C.R.T) in seconds

Cyanosed Central(C) Peripheral(P) Both(CP) None(N)

ARE ANY 2 OF THE FOLLOWING PRESENT?                                    

(Please tick which are present)        

(If intubated or nasal measurement)ETCO2

SBP

Pulse = X      

(I = irregular)

Mean Arterial Pressure (MAP)

DATE:

pH
PCO2

PO2

Lactate

if something is not applicable please cross line like this

D.O.B:

H.Number:

≤35

≤90

60 min Obs whilst Pt is in ED

Printed name 

Date&Time

Name:
NURSING RECORDING NOTES (Please sign all documentation)

VIEWS TRACK PROTOCOL

≤40

30 min Obs&Doctor to see Pt within 45 min

≤8

≤91

EYES

IPAP

RESPIRATORY 

& 

METABOLIC 

STATUS

TIME

Blood 

Pressure =

ScvO2

CPAP
NoYes

Haemoglobin

VERBAL
5 (Orientated) 4 (Confused) 3 (Inappropriate words) 2 

(Incomprehensible sounds) 1 (None)

Machine Respiratory Rate

Mean Invasive Arterial PressureCARDIO 

VASCULAR       

RENAL 

STATUS

NON 

INVASIVE 

VENTILATION 

BIPAP/CPAP

Tidal Volume
Machine Inspiratory Time

*Urine:Bloody(B)Cloudy(C)Dark(D)Normal(N)

EPAP

IS ANY RED FLAG PRESENT? (Please tick which are present)

SEPSIS DATA       

(Only document in 

case of sepsis)

Size & Reaction (R) No Reaction (N)

SEPSIS 7 MUST TAKE ACTION A.S.A.P BUT ALWAYS 

WITHIN 60 MINUTES OF PATIENT'S ARRIVAL

to pain)3(Abn flexion)2(Abn extension)1(None)

4(Spontaneously)3(To Speech)2(To Pain)1(None)

BE
HCO3

Central Venous Pressure (CVP)

PATIENT STABLE 

TO BE TRANSFER?

Patient sticker

CRITICALLY ILL PATIENT ESCALATION PLAN

Antibiotics given at:

NOK INFORMEDBLOOD 

RESULTS

BODY MAP (Please mark using the relevants abreviations)

Please Note: A sick patient is the responsibility of ALL Teams,                                               

no matter who sees or admits the patient.

LIMBS

A
R

M
S

PUPILS

MOTOR

Total G.C.S

Size & Reaction (R) No Reaction (N)

L
E

G
S 5 (Normal Power) 4 (Weak but some resistance) 3 

(Opposes gravity) 2 (Moves with gravity eliminated) 1 

(Flicker of movement) 0 (Nothing)

5 (Normal Power) 4 (Weak but some resistance) 3 

(Opposes gravity) 2 (Moves with gravity eliminated) 1 

(Flicker of movement) 0 (Nothing)

6(Obeys commands)5(Localise Pain)4(Withdraw

PROPERTY WITH 

PATIENT?

Abreviations

Rash

Bruise

Pressure Ulcer

*Please dip urine, consider catheter and start IN/OUT 

chart

Pain score (0-10)

Sweaty Yes (Y) No (N)

Cold Central (C) Peripheral (P) Both (CP) None (N)
CLINICAL 

STATUS

Total Views Score

SaO2
FiO2 (Ltrs/min or %)

Temperature

RR

VIEWS SCORE ≥ 4 WE MUST SCREEN PT FOR SEPSIS

EMERGENCY DEPARTMENT OBSERVATIONS CHART E.K.H.U.F.T

3

30 min Obs&Doctor to see Pt within 60 min

20 min Obs, inform NIC&Doc to see Pt with 15 min&Outreach

15 min Obs, inform NIC&Doctor to see Pt immediately 

YES NO

YES NO

NOYES

Views Score 6 or above

NO

YES

Inform NIC&Doctor to 
see Pt within 15 min

Informed NIC&Doctor to see Pt 
immediately

Treatment commence

Do A.B.G/V.B.G Is it normal?

Repeat A.B.G within 30-60 min.   
If not improvement get advice 
from Senior Reg or Consultant 

and refer to outreach team.NO

Is Pt improving within 30-60 
min?

YES

Continue monitor Pt and 
repeat OBS every 20 
min and if Views 9 or 

above Obs every 15 min

NO

Doctor to get advice from 
Senior Reg or Consultant

Any added treatment given?

Bleep outreach  

If not answer within 5 min bleep 
ITU 

Is Pt improving within 30-60 
min?

YES

NO

ITU to review Pt

Continue monitor Pt 
and repeat OBS every 

20 min and if Views 9 or 
above Obs every 15 min

If any futher 
deterioration

Ward (after Senior review with clear 
medical plan. Outreach follow up)

ITU Theatre

If any futher 
deterioration

A-B-C-D-E                   

Is Pt on O2? Any IVA? Monitor?   
Fluids? 

Does Pt look unwell? Sweaty, 
cyanosed, pain > 5

Rapid 
deterioration? 

2222
Emergency 

Medical Team

If Venous Gas write V

with PO2 & PCO2

FCC 04/15

Sepsis present Inform responsible clinician.
Reassess for severe sepsis hourly. Ensure bloods for 
markers of severe sepsis are sent. Monitor urine 
output . OBS as per Views protocol above.

Sepsis not present now. 
Treat to standard 
protocols. Review WBC

Sepsis not present now. 
Treat to standard 
protocols.



L Na
W K+

C Cr

A CRP

CVP Gl

CD Urea

CTH Ca

PIC Trop

F D-dimer

O
ID Bands  Notes scanned Falls Score

Y N

7.35-7.45

4.6-6

11.7-13

0 +/- 2

>120

3.3-6

<2

NON 

INVASIVE 

VENTILATION 

BIPAP/CPAP

Tidal Volume

CARDIO 

VASCULAR       

RENAL 

STATUS

Mean Invasive Arterial Pressure (IAP)

Central Venous Pressure (CVP)

Urine output volume in mls/hr (target > 1ml/Kg)

Please tick when Urine catheter inserted 

Other fluid output (vomit/chest drain/GIB/PRB…)

Urine:Bloody(B)Cloudy(C)Dark(D)Normal(N)

RESPIRATORY 

& 

METABOLIC 

STATUS

Ph

PCO2

PO2

BE

Haemoglobin

Blood Glucose

Lactate

Machine Inspiratory Time

EPAP

CPAP

Machine Respiratory Rate

IPAP

Please put Initials

  Monitor Obs print out if unable to recordVIP

TIME:PATIENT 

TRANSFER TO:
ESCORTED BY: HANDED 

OVER TO: Tissue Viability assessment done?

Catheter

PICC line

Fracture

Other

Chest Drain

Arterial Line

Central Line

Cannula

Laceration IMPORTANT INFORMATION TO 

BE HIGHLIGHTEDWound
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