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escalation mapping tool:  
worked example

Track and trigger systems specify 
different levels of abnormal physiological 
parameters, or combinations of the 
parameters that indicate abnormality,  
and outline the response or action required 
when trigger thresholds are reached or 
deterioration identified. This information 
is generally expressed in an escalation 
protocol and can be built into the design  
of an observation chart. 

This tool is designed to assist with the development of an 
escalation protocol and track and trigger system. The purpose  
of the tool is to help you to:

•	 identify	the	number	of	levels	of	abnormality	to	be	included	
in the track and trigger system and escalation protocol

•	 decide	on	the	trigger	thresholds	for	each	physiological	
parameter	for	each	level	of	abnormality

•	 decide	on	the	appropriate	response	for	each	level	 
of	abnormality.

This	mapping	tool	can	be	used	for	both	single	parameter	and	
aggregate scoring track and trigger systems. However the 
process of allocating weighting to physiological parameters for 
the purpose of calculating a score is complex and is not dealt 
with here. If you would like to use an aggregated scoring 
system	it	is	recommended	that	an	existing	scoring	system	be	
used (for example the Adult Deterioration Detection System 
used	in	the	Commission’s	observation	and	response	charts).

Further	information	about	track	and	trigger	systems	and	
escalation protocols is included in A Guide to Support 
Implementation of the National Consensus Statement: 
Essential Elements for Recognising and Responding to 
Clinical Deterioration,	which	is	available	on	the	web	site	of	the	
Australian Commission on Safety and Quality in Health Care: 
www.safetyandquality.gov.au

This worked example of the 
escalation mapping tool is for 
a system using three levels of 
abnormality: low, medium and 
high. You will see that steps 3-9 
have been repeated for each of 
the three levels.

Further information

Further	information	about	implementing	recognition	and	response	

systems	can	be	found	in	the	Australian	Commission	on	Safety	

and	Quality	in	Health	Care	publication	A Guide to Implementation 

of the National Consensus Statement: Essential Elements for 

Recognising and Responding to Clinical Deterioration	(2012).	 

This	can	be	downloaded	from:

www.safetyandquality.gov.au

Australian Commission on Safety and Quality in Health Care

GPO Box 5480 

Sydney NSW 2001 

Telephone:	(02)	91263600 

Email: mail@safetyandquality.gov.au
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 dEPArTmEnT/s:   Ward A

 dATE:   September 2011

PEoPlE involvEd in This ExErcisE:

NUM ward A

Staff nurses ward A

Nurse educator ward A

Consultants ward A

Registrars ward A 

Residents ward A

NUM ICU

Consultants ICU 

Patient safety officer 

Quality manager

 PhYsioloGicAl obsErvATion ThrEsholds indicATinG This lEvEl oF AbnormAliTY:  

rEsPirATorY rATE:

8-10 or 25-29

hEArT rATE:

40-49 or 100-119

TEmPErATUrE:

35.1-35.9ºC or 
38.0-38.9ºC

oThEr:

Clinician concern

Oxygen flow  rate  

7–9 L/min via 

Hudson maskoxYGEn sATUrATion:

93-94%

sYsTolic blood 
PrEssUrE:

100-109 or 
160-179

lEvEl oF 
conscioUsnEss:

No trigger at this 

level of abnormality

nUmbEr oF lEvEls oF 
AbnormAliTY in YoUr sYsTEm? 3 

ThEsE lEvEls ArE: High , Medium, Low

lEvEl oF AbnormAliTY: Low 

idEnTiFY whAT dEPArTmEnT/s This mAPPinG ExErcisE rElATEs To 

And who is involvEd in UndErTAkinG This work

dEcidE on how mAnY lEvEls oF AbnormAliTY will TriGGEr A rEsPonsE in YoUr 

EscAlATion ProTocol

dEcidE whAT PhYsioloGicAl obsErvATion ThrEsholds will TriGGEr A rEsPonsE To  

This lEvEl oF AbnormAliTY

2sTE
P

3sTE
P

3 - 9s T E P s

1sTE
P
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•  basic life suppor t

•  oxygen therapy

•  auscultation of chest

•  systematic physical assessment

•  IV access

•  ordering and/or performing and/or interpreting investigations  

   (e .g. CXR, 12-lead ECG) 

•  collection of pathology (UEC, FBC, blood cultures etc)

•  prescription and administration of drugs and IV fluids 

•  ability to refer for senior and/or specialist input

•  communicating with patient, family, carers

dEcidE whAT TrEATmEnTs mAY / will bE rEqUirEd whEn A rEsPonsE is TriGGErEd 

who hAs ThE skills  
To rEsPond?  

whEn ArE ThEY AvAilAblE? who will rEsPond?

RN caring for patient 24 hours / 7 days

Respond 24/7

RN in charge of ward 24 hours/ 7 days

Admitting team 
resident 

Mon – Friday,  
0800 – 1700

In hours responder

Admitting team 
registrar

Mon – Friday,  
0800 – 1700

In hours alternative/
back-up responder

On -call resident 
Mon – Friday,  

1700 – 0800 
24 hours weekends

Out of hours responder

Medical registrar
Mon – Friday,  

1700 – 0800 
24 hours weekends

Out of hours 
alternative/ 

back-up responder

dEcidE who hAs ThE nEcEssArY skills To ProvidE This TrEATmEnT  

dEcidE who will rEsPond To EnsUrE A rEsPonsE is AvAilAblE AT All TimEs5sTE
P

4sTE
P
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dEcidE on ThE rEsPonsibiliTiEs oF ThE rEsPondinG cliniciAns

whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns who hAvE PrimArY rEsPonsibiliTY For ThE PATiEnT? 
(E.G. wArd rEGisTErEd nUrsE)

RN caring for patient :
   •  repeat observations at least every 30 minutes until patient reviewed
   •  consider appropriateness of current oxygen therapy
   •  consider 12-lead ECG and blood sugar check
   •  review medications, analgesia , drains and fluid balance as indicated
   •  ensure clinical record and other relevant documentation is available  
      and up -to-date
   •  hand over per tinent information using ISBAR format

 whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns ProvidinG ThE EscAlATion rEsPonsE?  
(E.G. ThE nUrsE in chArGE And rEsPondinG mEdicAl oFFicEr)

Nurse in charge
   •  contact alternative response provider if required
   •  suppor t RN caring for the patient to undertake fur ther assessments  
      and treatments as required
   •  ensure other patients are attended to 

Resident
   •  undertake systematic assessment of patient (all systems)
   •  provide treatment in consultation with admitting team registrar  
      and/or senior medical officer
   •  refer for senior medical review or specialist input as required
   •  document plan of care including monitoring plan and plan for any  
      follow-up required
   •  hand over per tinent information to admitting registrar using ISBAR format

 whAT is ThE rEqUirEd TimEFrAmE For rEsPonsE GivEn ThEsE lEvEls oF AbnormAliTY

•  Within 30 minutes

 how will ThE rEsPondinG hEAlTh ProFEssionAl/s bE conTAcTEd?

•  Resident via paging system 
•  RN caring for patient - if unable to locate use assist call button
•  Nurse in charge - call on mobile phone or use assist call button

 who ElsE shoUld bE noTiFiEd?

•  Resident to advise admitting team registrar once patient has been assessed

 whAT ArE ThE AlTErnATivE or bAck UP oPTions For obTAininG A rEsPonsE?

•  Contact admitting registrar, or on -call medical registrar after hours
•  Contact admitting senior medical officer
•  Medical emergency call via switchboard if staff worried/patient rapidly deteriorating

dEcidE on how ThE rEsPonsE sYsTEm will oPErATE7sTE
P

6sTE
P
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considEr oThEr rEsoUrcEs ThAT mAY bE rEqUirEd To EnsUrE An AdEqUATE rEsPonsE is 

ProvidEd To PATiEnTs wiTh This lEvEl oF PhYsioloGicAl AbnormAliTY

is EqUiPmEnT AvAilAblE in ThE clinicAl ArEA To UndErTAkE ThE nEcEssArY TrEATmEnTs?

  Yes

   No	–	consider	purchasing	equipment	or	develop	processes	for	equipment	to	be	brought	to	area

ArE ThErE sPEciAlisEd TrAininG rEqUirEmEnTs For rEsPondErs To This lEvEl oF AbnormAliTY  
(EG. bAsic or AdvAncEd liFE sUPPorT, commUnicATion, clinicAl TEAchinG)?

   No

   Yes

•  Notif y RN caring for patient if not already aware

•  Page admitting team resident, or on call resident after hours

•  Notif y RN in charge

•  Repeat observations at least every 30 mins until review

•  Consider oxygen therapy, 12-lead ECG, blood sugar level

•  Contact admitting registrar (on call registrar after hours) if no  

   response within 30 minutes

•  Call medical emergency team on XXX if worried or patient   

   deteriorates fur ther

dEcidE on ThE FinAl AGrEEd rEsPonsE To bE inclUdEd in ThE EscAlATion  

ProTocol And PolicY And disPlAYEd on ThE obsErvATion chArT9sTE
P

8sTE
P
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 PhYsioloGicAl obsErvATion ThrEsholds indicATinG This lEvEl oF AbnormAliTY:  

rEsPirATorY rATE:

 
5-7 or 30-35

hEArT rATE:

 
50-60 or 120-139

TEmPErATUrE:

 
≥ 39.0ºC

oThEr:

 
Oxygen flow rate 
≥ 10 L/min via 
Hudson mask
Clinician concern
Sedation score 2

oxYGEn sATUrATion:

 
90-92%

sYsTolic blood 
PrEssUrE:

 
90-99 or ≥ 180

lEvEl oF 
conscioUsnEss:

 
Responds to voice

lEvEl oF AbnormAliTY: Medium

dEcidE whAT PhYsioloGicAl obsErvATion ThrEsholds will TriGGEr A rEsPonsE To  

This lEvEl oF AbnormAliTY3sTE
P

3 - 9s T E P s

The escalation system being mapped in this worked example 
includes three levels of abnormality. steps 3-9 are repeated 
below for a medium level of abnormality.

•  basic life suppor t
•  oxygen therapy
•  auscultation of chest
•  ABG and interpretation
•  CXR and interpretation
•  non -invasive ventilatory suppor t 
•  systematic physical assessment 
•  IV access 
•  prescription and administration of drugs and IV fluids
•  ECG and interpretation , treatment of dysry thmia
•  collection of pathology (UEC, FBC, blood cultures etc)
•  ordering of CT/USS/other tests 
•  referral to other speciality and/or for senior input
•  communication with patient/family/carer

dEcidE whAT TrEATmEnTs mAY / will bE rEqUirEd whEn A rEsPonsE is TriGGErEd 4sTE
P
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who hAs ThE skills  
To rEsPond?  

whEn ArE ThEY AvAilAblE? who will rEsPond?

Admitting team 
registrar

Mon – Friday, 
0800–1700hrs

In hours responder

On call medical registrar 
Mon – Friday, 

1700–0800
24 hours weekends

After hours responder

Admitting senior  
medical officer

Variable hours 
Alternative / back 
up response (when 

available)

RN caring for patient 24 hours/7 days

Respond 24/7

RN in charge of ward 24 hours/7 days

ICU registrar 24 hours/7days

Alternative / back up 
responseICU nurse in charge or 

nominated senior ICU 
nurse

24 hours/7 days

dEcidE who hAs ThE nEcEssArY skills To ProvidE This TrEATmEnT  

dEcidE who will rEsPond To EnsUrE A rEsPonsE is AvAilAblE AT All TimEs5sTE
P

   

      

   

   

   

   

      

   

   

      

   

dEcidE on ThE rEsPonsibiliTiEs oF ThE rEsPondinG cliniciAns

whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns who hAvE PrimArY rEsPonsibiliTY For ThE PATiEnT? 
(E.G. wArd rEGisTErEd nUrsE)

RN caring for patient :
•  begin basic life suppor t if necessary
•  repeat observations at least every 15 minutes until patient reviewed
•  consider appropriateness of current oxygen therapy
•  consider 12-lead ECG and blood sugar check
•  review medications, analgesia , drains and fluid balance as indicated 
•  ensure clinical record and other relevant documentation is available and up -to-date
•  handover per tinent information using ISBAR format

6sTE
P



P
A

G
E

 8

whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns ProvidinG ThE EscAlATion rEsPonsE?  
(E.G. ThE nUrsE in chArGE And rEsPondinG mEdicAl oFFicEr)

Responding medical officer:  
•  undertake physical assessment of patient (all systems) 
•  provide treatment in consultation with admitting medical officer
•  refer for fur ther specialty input if required (e .g. cardiology/intensive care/radiology etc)
•  handover per tinent information to admitting senior medical officer using ISBAR format
•  document plan of care including monitoring plan and plan for any follow-up required

Nurse in charge : 
•  contact alternative response options (if required)
•  suppor t RN caring for patient to undertake fur ther assessments and treatments as 
required 
•  ensure other patients are attended to

whAT is ThE rEqUirEd TimEFrAmE For rEsPonsE GivEn ThEsE lEvEls oF AbnormAliTY

As soon as possible but within 30 minutes

how will ThE rEsPondinG hEAlTh ProFEssionAl/s bE conTAcTEd?

Registrar via switchboard – advise patient name , location and admitting team
RN caring for patient – if unable to locate use assist call button
Nurse in charge – call on mobile phone or use assist call button

who ElsE shoUld bE noTiFiEd?

Registrar to contact admitting senior medical officer once patient has been assessed

whAT ArE ThE AlTErnATivE or bAck UP oPTions For obTAininG A rEsPonsE?

Contact admitting senior medical officer via switchboard and request review
If admitting senior medical officer not contactable or unable to attend within 30 mins, 
call ICU registrar on XXXXX & notif y patient flow / after hours manager 
Medical emergency call via switchboard if staff worried/patient rapidly deteriorating

dEcidE on how ThE rEsPonsE sYsTEm will oPErATE7sTE
P
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considEr oThEr rEsoUrcEs ThAT mAY bE rEqUirEd To EnsUrE An AdEqUATE rEsPonsE is 

ProvidEd To PATiEnTs wiTh This lEvEl oF PhYsioloGicAl AbnormAliTY

is EqUiPmEnT AvAilAblE in ThE clinicAl ArEA To UndErTAkE ThE nEcEssArY TrEATmEnTs?

   Yes

   No	–	consider	purchasing	equipment	or	develop	processes	for	equipment	to	be	brought	to	area

ArE ThErE sPEciAlisEd TrAininG rEqUirEmEnTs For rEsPondErs To This lEvEl oF AbnormAliTY  
(EG. bAsic or AdvAncEd liFE sUPPorT, commUnicATion, clinicAl TEAchinG)?

   No

   Yes  - consider how you will ensure access to this training

     • Ongoing ward based , inter-professional , simulated BLS and deteriorating  
         patient training scenarios
      •  All staff to attend hospital deteriorating patient training course

•  Notif y RN caring for patient if not already aware
•  Call home team registrar (medical registrar afterhours) via switch on XXX – advise  
   patient name , ward , bed number & admitting medical team
•  Notif y RN in charge
•  Consider O2 therapy (aim for oxygen saturation >95%) and additional assessments  
   (ECG etc) as required
•  Repeat observations in 15 minutes 
•  If registrar unable to attend within 30 minutes, contact admitting senior medical officer
•  Call ICU registrar on XXXX and patient flow manager on XXXX if admitting 
    senior medical officer not contactable or unable to attend within 30 minutes
•  Call medical emergency team on XXX if worried or if patient deteriorates fur ther

dEcidE on ThE FinAl AGrEEd rEsPonsE To bE inclUdEd in ThE EscAlATion  

ProTocol And PolicY And disPlAYEd on ThE obsErvATion chArT9sTE
P

8sTE
P
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 PhYsioloGicAl obsErvATion ThrEsholds indicATinG This lEvEl oF AbnormAliTY:  

rEsPirATorY rATE:

 
 4 or ≥ 36

hEArT rATE:

 
 49 or ≥ 140

TEmPErATUrE:

No trigger at this 
level of abnormality

oThEr:

 
Requiring ≥ 60% 
oxygen (i .e . oxygen 
via non -rebreather 
mask or bag-valve -
mask resuscitator)
Clinician concern
Sedation score 3 

oxYGEn sATUrATion:

 
 89%

sYsTolic blood 
PrEssUrE:

 89

lEvEl oF 
conscioUsnEss:

Responds to pain or 
unresponsive

lEvEl oF AbnormAliTY: High

dEcidE whAT PhYsioloGicAl obsErvATion ThrEsholds will TriGGEr A rEsPonsE To  

This lEvEl oF AbnormAliTY3sTE
P

3 - 9s T E P s

The escalation system being mapped in this worked example 
includes three levels of abnormality. steps 3-9 are repeated 
below for a high level of abnormality.

•  advanced life suppor t
•  advanced , continuous monitoring
•  auscultation of chest
•  ABG and interpretation
•  CXR and interpretation
•  invasive or non -invasive ventilatory suppor t 
•  systematic physical assessment 
•  central IV access 
•  prescription and administration of drugs and IV fluids
•  ECG and interpretation , treatment of dysry thmia
•  collection of pathology (UEC, FBC, blood cultures etc)
•  ordering of CT/USS/other tests 
•  referral to other speciality and/or for senior input
•  communication with patient/family/carer

dEcidE whAT TrEATmEnTs mAY / will bE rEqUirEd whEn A rEsPonsE is TriGGErEd 4sTE
P
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who hAs ThE skills  
To rEsPond?  

whEn ArE ThEY AvAilAblE? who will rEsPond?

ICU registrar

24 hours/7 days Respond 24/7
ICU nurse in charge or 
nominated senior ICU 

nurse

ICU senior  
medical officer

On site or on call  
24 hours/7 days

Back up response 24/7

dEcidE who hAs ThE nEcEssArY skills To ProvidE This TrEATmEnT  

dEcidE who will rEsPond To EnsUrE A rEsPonsE is AvAilAblE AT All TimEs5sTE
P

      

      

      

dEcidE on ThE rEsPonsibiliTiEs oF ThE rEsPondinG cliniciAns6sTE
P

whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns who hAvE PrimArY rEsPonsibiliTY For ThE PATiEnT? 
(E.G. wArd rEGisTErEd nUrsE)

RN caring for patient :
•  stay with the patient
•  inform nurse in charge
•  begin basic life suppor t if necessary
•  repeat observations at least every 5 minutes until patient reviewed
•  consider appropriateness of current oxygen therapy
•  consider 12-lead ECG and blood sugar check
•  review medications, analgesia , drains and fluid balance as indicated 
•  ensure clinical record and other relevant documentation is available and up -to-date
•  handover per tinent information using ISBAR format 

Nurse in charge : 
•  contact alternative response options (if required)
•  suppor t RN caring for patient to undertake fur ther assessments and  
   treatments as required 
•  ensure other patients are attended to
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dEcidE on how ThE rEsPonsE sYsTEm will oPErATE7sTE
P

 whAT is ThE rEqUirEd TimEFrAmE For rEsPonsE GivEn ThEsE lEvEls oF AbnormAliTY

As soon as possible but within 5 minutes

 how will ThE rEsPondinG hEAlTh ProFEssionAl/s bE conTAcTEd?

•   Via emergency telephone call to switchboard – state ‘medical emergency’ and  
    advise patient name , location and admitting team
•   RN caring for patient – if unable to locate use emergency assist call button
•   Nurse in charge – call on mobile phone or use emergency assist call button

 who ElsE shoUld bE noTiFiEd?

•   Ward nurse in charge to advise admitting registrar/senior medical officer as soon  
    as practicable after emergency call has been placed
•   ICU registrar to contact on call ICU senior medical officer once patient has been 
assessed
•   ICU registrar to contact admitting senior medical officer once patient has been assessed

 whAT ArE ThE AlTErnATivE or bAck UP oPTions For obTAininG A rEsPonsE?

Repeat medical emergency call via switchboard

 whAT ArE ThE rEsPonsibiliTiEs oF ThE cliniciAns ProvidinG ThE EscAlATion rEsPonsE?  
(E.G. ThE nUrsE in chArGE And rEsPondinG mEdicAl oFFicEr)

ICU staff providing rapid response :  
•  begin advanced life suppor t if necessary
•  provide advanced monitoring as required
•  undertake physical assessment of patient (all systems) 
•  provide treatment in consultation with admitting medical officer
•  refer for fur ther specialty input if required (e .g. cardiology/intensive care/radiology etc)
•  coordinate transfer of patient to ICU/CCU or other critical care area if required
•  handover per tinent information to ICU senior medical officer using ISBAR format
•  liaise with admitting medical team regarding treatment provided and plans for  
   ongoing follow up
•  document plan of care including monitoring plan and plan for any follow-up required
•  ensure patient/family/carer aware of ongoing plan of care
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•  Press bedside emergency assistance bell to notif y ward nurse in charge and RN caring  
   for patient if not already in attendance
•  Call XXX, state ‘medical emergency’ and advise patient name , ward and bed number
•  Stay with the patient, begin basic life suppor t  if required
•  Repeat observations at least every 5 minutes until patient reviewed

dEcidE on ThE FinAl AGrEEd rEsPonsE To bE inclUdEd in ThE EscAlATion  

ProTocol And PolicY And disPlAYEd on ThE obsErvATion chArT9sTE
P

considEr oThEr rEsoUrcEs ThAT mAY bE rEqUirEd To EnsUrE An AdEqUATE rEsPonsE is 

ProvidEd To PATiEnTs wiTh This lEvEl oF PhYsioloGicAl AbnormAliTY

is EqUiPmEnT AvAilAblE in ThE clinicAl ArEA To UndErTAkE ThE nEcEssArY TrEATmEnTs?

   Yes

   No  -	consider	purchasing	equipment	or	develop	processes	for	equipment	to	be	brought	to	area

     •  attending ICU staff to bring medical emergency trolley to the bedside
     •  contact por ters for urgent assistance if patient requires emergency transfer

ArE ThErE sPEciAlisEd TrAininG rEqUirEmEnTs For rEsPondErs To This lEvEl oF AbnormAliTY  
(EG. bAsic or AdvAncEd liFE sUPPorT, commUnicATion, clinicAl TEAchinG)?

   No

   Yes  - consider how you will ensure access to this training

     •  Ongoing ward based , inter-professional , simulated BLS and deteriorating  
         patient training scenarios
      •   All staff to attend hospital deteriorating patient training course
 

8sTE
P



P
A

G
E

 1
4

lEvEl oF  
AbnormAliTY:  

rEsPonsE:

Low •  Ensure RN in charge and RN caring for patient are aware of  
   patient deterioration
•  Page admitting team resident, or on call resident after hours
•  Repeat observations at least every 30 mins until review
•  Consider oxygen therapy, 12-lead ECG, blood sugar level
•  Contact admitting registrar (on call registrar after hours) if no  
   response within 30 minutes
•  Call medical emergency team on XXX if worried or patient  
  deteriorates fur ther

Medium •  Ensure RN in charge and RN caring for patient are aware of  
   patient deterioration
•  Call home team registrar (medical registrar afterhours) via switch on  
   XXX – advise patient name , ward , bed number & admitting  
   medical team
•  Consider O2 therapy (aim for oxygen saturation >95%) and additional  
   assessments (ECG etc) as required
•  Repeat observations in 15 minutes 
•  If registrar unable to attend within 30 minutes, contact admitting  
   senior medical officer
•  Call ICU registrar on XXXX and patient flow manager on XXXX if  
   admitting senior medical officer not contactable or unable to attend  
   within 30 minutes
•  Call medical emergency team on XXX if worried or if patient  
   deteriorates fur ther

High •  Press bedside emergency assistance bell 
•  Call XXX and state ‘medical emergency’
•  Stay with the patient and begin basic life suppor t if required
•  Repeat observations 5 minutely

summary of the agreed escalation protocol for inclusion in the 
escalation policy and on the observation and response charts


