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introduction

Early recognition of clinical deterioration, followed by 
prompt and effective action, can minimise the occurrence 
of adverse events such as cardiac arrest, and may mean 
that a lower level of intervention is required to stabilise  
a patient.

The evidence base regarding recognition and response 
systems for clinical deterioration is still developing. 
This document has been developed as a consensus 
statement reflecting the agreed views of experts in 
the field and the Australian Commission on Safety 
and Quality in Health Care. It has been derived from 
expert experience and published evidence. Guidelines 
and documents that have informed the Consensus 
Statement are listed at the end of the Statement  
on page 20.

In April 2010, Health Ministers endorsed the Consensus 
Statement as the national approach for recognising 
and responding to clinical deterioration in acute care 
facilities in Australia. 

The purpose of the Consensus Statement is to describe 
the elements that are essential for prompt and reliable 
recognition of, and response to, clinical deterioration 
in acute health care facilities in Australia. 

The Statement sets out agreed practice for recognising 
and responding to clinical deterioration. To achieve  
this, facilities need to have systems in place to address 
all elements in the Statement. As a consensus statement, 
the document represents guidance, rather than 
mandatory practice.

The Consensus Statement should guide health services in 
developing their own recognition and response systems 
in a way that is tailored to their patient population and 
the resources and personnel available, whilst being in 
line with relevant jurisdictional or other programs.

A glossary of terms used in this Statement appears  
on page 19.



scope
The Consensus Statement relates to situations  
where a patient’s physiological condition is  
deteriorating. The general provision of care in a  
hospital or other facility is outside the scope of  
this document.

The Consensus Statement focuses on ensuring  
that a clinical safety net is in place for patients  
whose condition is deteriorating, and outlines the 
organisational supports that are needed to provide  
this safety net. It does not cover the specific clinical 
treatments or interventions that may be needed to 
stabilise a patient.

The Consensus Statement applies to all patients  
in an acute health care facility, including adults, 
adolescents, children and babies. 

Within the context of the focus on physiological 
deterioration, the Consensus Statement applies
to all types of patients, including medical, surgical, 
maternity and mental health patients.

The Consensus Statement applies in all types of  
acute health care facilities, from large tertiary referral 
centres, to small district and community hospitals. 
Some elements of the Consensus Statement may  
be used by services delivered by acute health care 
facilities in the community (such as hospital in the 
home programs).

intended 
audience
The Consensus Statement has been developed for:

	 •  clinicians and managers responsible for 
the development, implementation and  
review of recognition and response systems  
in individual facilities or groups of facilities.

	 •	 	planners,	program	managers	and	policy 
makers responsible for the development  
of jurisdictional or other strategic programs 
dealing with recognition and response to  
clinical deterioration.
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guiding 
principles

Recognising patients whose condition  
is deteriorating and responding to  
their needs in an appropriate and  
timely way are essential components 
of safe and high quality care.

Recognition and response systems  
must apply to all patients, in all  
patient care areas, at all times. 

Primary responsibility for caring for  
the patient rests with the attending 
medical officer or team. Recognition  
and response systems should therefore 
promote effective action by ward staff  
and the attending medical officer  
or team. This includes calling for 
emergency assistance when required.

Effectively recognising and responding 
to deterioration requires appropriate 
communication of diagnosis, including 
documentation of diagnosis in the 
health care record.

Effectively recognising and responding 
to deterioration requires development 
and communication of plans for 
monitoring of observations and 
ongoing management of the patient.

Recognition of and response to 
deterioration requires access to 
appropriately qualified, skilled 
and experienced staff.

Recognition and response  
systems should encourage a  
positive, supportive response to 
escalation of care, irrespective  
of circumstances or outcome.

Care should be patient focused 
and appropriate to the needs and 
wishes of the individual and their 
family or carer. 

Organisations should regularly review 
the effectiveness of the recognition 
and response systems they have  
in place.
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essential elements
These elements describe the essential features of  
the systems of care for recognising and responding  
to clinical deterioration. The elements do not prescribe 
how this care should be delivered. Facilities need to  
have systems in place to address all elements in the 
Consensus Statement; however the application of the 
elements in an individual facility will need to be carried  
out in a way that is relevant to its specific circumstances.

This Statement includes eight essential elements.  
Four relate to clinical processes that need to be locally 
delivered, and are based on the circumstances of the  
facility in which care is provided. Four relate to the 
structural and organisational prerequisites that are  
essential for recognition and response systems to  
operate effectively.

 Clinical processes

 1. Measurement and documentation 
  of observations
 2. Escalation of care
 3. Rapid response systems
 4. Clinical communication

 Organisational prerequisites

 5. Organisational supports
 6. Education
 7. Evaluation, audit and feedback
 8. Technological systems and solutions
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clinical processes
Measurement & documentation 
of observations

Measurable physiological abnormalities occur prior  
to adverse events such as cardiac arrest, unanticipated 
admission to intensive care and unexpected death. 
These signs can occur both early and late in the 
deterioration process. Regular measurement and 
documentation of physiological observations is an 
essential requirement for recognising clinical deterioration.

1.1  Observations should be taken on all patients 
in acute care settings.

1.2  Observations should be taken on patients at 
the time of admission or initial assessment.

1.3  For every patient, a clear monitoring plan should 
then be developed that specifies the physiological 
observations to be recorded and the frequency 
of observations, taking into account the patient’s 
diagnosis and proposed treatment. 

1.4  The frequency of observations should be 
consistent with the clinical situation of the patient. 
For the majority of patients in an acute health  
care facility, observations should be taken at 
least once per eight hour shift. In some clinical 
circumstances more frequent or less frequent 
observations will be appropriate and this should 
be documented in the monitoring plan.

1.5  The frequency of observations should be 
reconsidered and possibly modified according  
to changes in clinical circumstances.

1.6 Physiological observations should include: 

 • respiratory rate
 • oxygen saturation
 • heart rate
 • blood pressure
 • temperature
 • level of consciousness

  In some circumstances, and for some groups 
of patients, some observations will need to be 



measured more or less frequently than  
others, and this should be specified in  
the monitoring plan.

1.7  The minimum physiological observations 
should be documented in a structured tool  
such as an observation chart. 

1.8  Observation charts should display information 
in the form of a graph. An observation chart 
should include:

 • a system for tracking changes in 
  physiological parameters over time

 •  thresholds for each physiological 
parameter or combination of parameters  
that indicate abnormality 

	 •  information about the response or action 
required when thresholds for abnormality 
are reached or deterioration identified

 •  the potential to document the normal
physiological range for the patient

1.9  Clinicians may choose to document other 
observations and assessments to support 
timely recognition of deterioration. Examples  
of additional information that may be required 
include fluid balance, occurrence of seizures,  
pain, chest pain, respiratory distress, pallor, 
capillary refills, pupil size and reactivity, sweating, 
nausea and vomiting, as well as additional 
biochemical and haematological analyses.

Escalation of care

An escalation protocol sets out the organisational 
response required in dealing with different levels  
of abnormal physiological measurements and 
observations. This response may include appropriate 
modifications to nursing care, increased monitoring, 
review by the attending medical officer or team or 
calling for emergency assistance from intensive  
care or other specialist teams. 

Primary responsibility for caring for the patient rests with 
the attending medical officer or team. In this context,  
the escalation protocol describes the additional safety  
net that must exist for all patients. Although this safety 
net should be tailored to the circumstances of the facility, 
it should include some form of emergency assistance 
where advanced life support can be provided to patients 
in a timely way. A protocol regarding escalation of care is 
an essential requirement for responding appropriately  
to clinical deterioration.

2.1  A formal documented escalation protocol is 
required that applies to the care of all patients  
at all times.

2.2  The escalation protocol should authorise and 
support the clinician at the bedside to escalate 
care until the clinician is satisfied that an effective 
response has been made.

2.3  The escalation protocol should be tailored 
to the characteristics of the acute health care  
facility, including consideration of issues such as:

 •  size and role (such as whether a tertiary 
referral centre or small community hospital)

 • location

 •  available resources (such as staffing 
mix and skills, equipment, remote 
telemedicine systems, external resources  
such as ambulances)

 • potential need for transfer to another facility

2.4  The escalation protocol should allow for a 
graded response commensurate with the 
level of abnormal physiological measurements, 
changes in physiological measurements or  
other identified deterioration. The graded  
response should incorporate options such as:

 • increasing the frequency of observations

 • appropriate interventions from the nursing 
  and medical staff on the ward
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 • review by the attending medical officer or team

 • obtaining emergency assistance or advice

 •  transferring the patient to a higher level of 
care locally, or to another facility

2.5 The escalation protocol should specify:

 •  the levels of physiological abnormality or 
abnormal observations at which patient  
care is escalated

 •  the response that is required for a 
particular level of physiological or  
observed abnormality

 • how the care of the patient is escalated

 •  the personnel that the care of the patient 
is escalated to, noting the responsibility  
of the attending medical officer or team

 •  who else is to be contacted when care 
of the patient is escalated 

 •  the timeframe in which a requested 
response should be provided

 • alternative or back up options for 
  obtaining a response

2.6  The way in which the escalation protocol 
is applied should take into account the  
clinical circumstances of the patient, including  
both the absolute change in physiological 
measurements and abnormal observations,  
as well as the rate of change over time for  
an individual patient.

2.7  The escalation protocol may specify different 
actions depending on the time of day or day  
of the week, or for other circumstances.

2.8  The escalation protocol should allow for the 
capacity to escalate care based only on the 
concern of the clinician at the bedside in the 
absence of other documented abnormal 
physiological measurements (‘staff member  
worried’ criterion).

2.9  The escalation protocol should allow for 
the concerns of the patient, family or carer  
to trigger an escalation of care.

2.10  The escalation protocol should include 
consideration of the needs and wishes of  
patients with an advance care directive or 
where other treatment-limiting decisions  
have been made.

2.11  The escalation protocol should be promulgated 
widely and included in education programs.

Rapid response systems

Where severe deterioration occurs it is important to 
ensure that the capacity exists to obtain appropriate 
emergency assistance or advice prior to the occurrence 
of an adverse event such as a cardiac arrest. Different 
models that have been used to provide this assistance 
include medical emergency teams (METs), critical care 
outreach and intensive care liaison nurses. The generic 
name for this type of emergency assistance is a ‘rapid 
response system’. The emergency assistance provided 
as part of a rapid response system is additional to the 
care provided by the attending medical officer or team.

For most facilities, the rapid response system will  
include clinicians or teams located within the hospital  
who provide emergency assistance (such as a MET  
or a nurse accredited in advanced life support).  
In some facilities the system may be a combination 
of on-site and external clinicians or resources (such  
as the ambulance service or local general practitioner). 
However comprised, and however named, a rapid 
response system should form part of an organisation’s 
escalation protocol. 

3.1  Some form of rapid response system should 
exist to ensure that specialised and timely  
care is available to patients whose condition  
is deteriorating.

3.2  Criteria for triggering the rapid response system 
should be included in the escalation protocol.
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3.3  The nature of the rapid response system needs 
to be appropriate to the size, role, resources  
and staffing mix of the acute health care facility.

3.4  The clinicians providing emergency assistance 
as part of the rapid response system should:

 • be available to respond within 
  agreed timeframes

 •  be able to assess the patient and 
provide a provisional diagnosis

 •  be able to undertake appropriate 
initial therapeutic intervention

 •  be able to stabilise and maintain the 
patient pending definitive disposition

 •  have authority to make transfer decisions 
and to access other care providers to  
deliver definitive care

3.5  As part of the rapid response system there 
should be access, at all times, to at least one 
clinician, either on-site or in close proximity,  
who can practise advanced life support. 

3.6  The clinicians providing emergency assistance 
should have access to a staff member of  
sufficient seniority to make treatment-limiting 
decisions. Where possible these decisions  
should be made with input from the patient, 
family and the attending medical officer or team.

3.7  In cases where patients need to be transferred 
to another site to receive emergency assistance, 
appropriate care needs to be provided to support 
them until such assistance is available.

3.8  When a call is made for emergency assistance, 
the attending medical officer or team should be 
notified as soon as practicable that the call has 
been made, and where possible they should 
attend to support and learn from the clinicians 
providing assistance. 
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3.9  All opportunities should be taken by the clinicians 
providing emergency assistance to use the  
call as an educational opportunity for ward  
staff and students.

3.10  The clinicians providing emergency assistance 
should communicate in an appropriate, detailed 
and structured way with the attending medical 
officer or team about the consequences of the  
call, including documenting information in the 
health care record.

3.11  Events surrounding the call for emergency 
assistance and actions resulting from the call 
should be documented in the health care  
record and considered as part of ongoing  
quality improvement processes.

Clinical communication

Effective communication and team work among  
clinicians is an essential requirement for recognising and 
responding to clinical deterioration. Poor communication 
at handover and in other situations has been identified 
as a contributing factor to incidents where clinical 
deterioration is not identified or properly managed.  
A number of structured communication protocols  
exist that can be used for handover and as part of 
ongoing patient management.

4.1  Formal communication protocols should be 
used to improve the functioning of teams  
when caring for a patient whose condition  
is deteriorating. 

4.2  The value of information about possible 
deterioration from the patient, family or  
carer should be recognised.

4.3  Information about deterioration should be 
communicated to the patient, family or carer 
in a timely and ongoing way.

4.4  There should be adequate communication 
and discussion about the wishes of the patient 
regarding advance care planning, resuscitation 
and other active treatment.

4.5  Structured handover processes, including 
documentation of handovers, should be used  
for all patients.

4.6  The handover protocol used should include 
information about the most recent observations  
and clinical assessment.

4.7  Handover procedures should include the 
identification of patients who are deteriorating  
and communication of information that is  
relevant to their management.
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organisational 
prerequisites

Organisational supports

Recognition and response systems should be part of 
standard clinical practice. Nonetheless, the introduction 
of new systems to optimise care of patients whose 
condition is deteriorating requires organisational support 
and executive and clinical leadership for success  
and sustainability.

5.1  A formal policy framework regarding recognition 
and response systems should exist and should 
include issues such as: 

 • governance arrangements

 • roles and responsibilities

 • communication processes

 •  resources for the rapid response 
system, such as staff and equipment

 • training requirements

 • evaluation, audit and feedback processes

 •  arrangements with external organisations 
that may be part of the rapid response system

5.2  This policy framework should apply across the 
acute health care facility, and identify the planned 
variations in the escalation protocol and responses 
that might exist in different circumstances (such  
as for different times of day).

5.3  Any new recognition and response systems 
or procedures should be integrated into existing 
organisational and safety and quality systems  
to support their sustainability and opportunities  
for organisational learning.

5.4  Recognition and response systems should 
encourage staff to react positively to escalation  
of care, irrespective of circumstances or outcome.
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5.5  Appropriate policies and documentation regarding 
advance care directives, treatment-limiting decisions 
and end-of-life decision making are critical in 
ensuring that the care delivered in response to 
deterioration is consistent with appropriate clinical 
practice and the patient’s expressed wishes.

5.6  A formal governance process (such as a committee) 
should oversee the development, implementation 
and ongoing review of recognition and response 
systems. If a committee has this role, it should: 

 •  have appropriate responsibilities delegated
to it, and be accountable for its decisions 
and actions

 •  monitor the effectiveness of interventions 
and education

 • have a role in reviewing performance data

 • provide advice about the allocation 
  of resources

 • include consumers, clinicians, managers
  and executives

5.7  Organisations should have systems in place 
to ensure that the resources required to provide 
emergency assistance (such as equipment  
and pharmaceuticals) are always operational  
and available.

Education

Having an educated and suitability skilled and 
qualified workforce is essential to provide appropriate 
care to patients whose condition is deteriorating. 
Education should cover knowledge of observations 
and identification of clinical deterioration, as well as 
appropriate clinical management skills. Skills such as 
communication and effective team work are needed  
to provide appropriate care to patients whose condition  
is deteriorating, and should also be part of staff 
development. The education programs provided by  
an individual facility should be consistent with the needs 



and resources of the organisation, and could be 
standardised within areas, regions or jurisdictions. 

6.1  All clinical and non-clinical staff should receive 
education about the local escalation protocol 
relevant to their position. They should know how  
to call for emergency assistance if they have  
any concerns about a patient, and know that 
they should call under these circumstances. 
This information should be provided at the 
commencement of employment and as part of 
regular refresher training.

6.2 All doctors and nurses should be able to:

 •	 systematically assess a patient

	 •  understand and interpret abnormal 
physiological parameters and other  
abnormal observations

 •  initiate appropriate early interventions 
for patients who are deteriorating

 •  respond with life-sustaining measures 
in the event of severe or rapid deterioration, 
pending the arrival of emergency assistance

 •  communicate information about clinical 
deterioration in a structured and effective  
way to the attending medical officer or team,  
to clinicians providing emergency assistance  
and to patients, families and carers

 •  understand the importance of, and discuss, 
end-of-life care planning with the patient,  
family and/or carer

 •  undertake tasks required to properly care 
for patients who are deteriorating, such  
as developing a clinical management plan,  
writing plans and actions in the health care  
record and organising appropriate follow up

6.3  As part of the rapid response system, competency 
in advanced life support should be ensured 
for sufficient clinicians who provide emergency 
assistance to guarantee access to these skills 
according to local protocols.

6.4  A range of methods should be used to 
provide the required knowledge and skills to  
staff. These may include provision of information  
at orientation and regular refreshers using  
face-to-face and online techniques, as well as 
simulation centre and scenario based training.

Evaluation, audit & feedback

Evaluation of new systems is important to establish  
their efficacy and determine what changes might be 
needed to optimise performance. Ongoing monitoring  
is necessary to track changes in outcomes over time 
and to check that these systems are operating  
as planned. 

7.1  Data should be collected and reviewed 
locally and over time regarding the  
implementation and effectiveness of  
recognition and response systems.

7.2  Recognition and response systems should 
be evaluated to determine whether they  
are operating as planned. Evaluation may  
include checking the existence of required 
documentation, policies and protocols (such  
as the escalation protocol) and compliance  
with policy (such as completion rates of 
observation charts or proportion of staff  
who have received mandatory training).

7.3  Systems should be evaluated to determine 
whether they are improving the recognition  
of and response to clinical deterioration. 
Evaluation may include collecting and  
reviewing data about calls for emergency 
assistance, and adverse events such as  
cardiac arrests, unplanned admissions to  
intensive care and unexpected deaths.
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7.4  The following data should be collected for 
each call for emergency assistance that  
is made to the rapid response system:

 • patient demographics

 • date and time of call, response 
  time and stand down time

	 • the reason for the call

 • the treatment or intervention provided

 •  outcomes of the call, including 
disposition of the patient

  This information, as well as information about 
reviews conducted by the attending medical  
officer or team, should be included in the  
health care record.

7.5  Regular audits of triggers and outcomes 
should be conducted for patients who are  
the subject of calls for emergency assistance.  
Where these data are available, this could  
include longer-term outcomes for patients  
(such as 30 and 60 day mortality).

7.6  Evaluation of the costs and potential savings 
associated with recognition and response  
systems could also be considered.

7.7  Information about the effectiveness of the 
recognition and response systems may also  
come from other clinical information such as 
incident reports, root cause analyses, cardiac  
arrest calls and death reviews. A core question  
for every death review should be whether  
the escalation criteria for the rapid response  
system was met, and whether care was 
escalated appropriately.

7.8  As part of the implementation of new systems, 
feedback should be obtained from frontline  
staff about the barriers and enablers to change.  
Issues and difficulties regarding implementation 
should be considered for different settings.

7.9  Consistent with any implementation process, 
information collected as part of ongoing  
evaluation and audit should be:

 •  fed back to ward staff and the attending 
medical officer or team regarding their  
own calls for emergency assistance

 •  fed back to the clinicians providing 
emergency assistance

 •  reviewed to identify lessons that can improve 
clinical and organisational systems

 • used in education and training programs

 •  used to track outcomes and changes 
in performance over time 

7.10  Indicators of the implementation and 
effectiveness of recognition and response  
systems should be monitored at senior 
governance levels within the organisation  
(such as by senior executives or relevant  
quality committees).
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Technological systems  
and solutions

In health care, new technologies are constantly being 
developed that have the potential to improve the safety 
and quality of care. Some of these are relevant to 
recognition and response systems, including the use of 
hand-held computers to collect observations, automatic 
monitoring of observations and automatic alerts where 
clinical trigger points are reached. Technology needs to 
be introduced in such a way that it supports the work of 
clinicians providing care to patients. The potential risks 
of technological systems also need to be understood 
and managed. 

8.1  Recognition and response systems should 
consider the inclusion of technological solutions 
based on evidence of efficacy and cost, as well 
as consideration of possible additional safety and 
quality risks. Unintended adverse effects should be 
considered by explicit study during implementation.

8.2  Technological solutions should not place a 
barrier between the clinician and the patient; 
instead they should enhance the care process  
and interaction.

8.3  Where technological solutions are introduced, 
the recognition and response systems should 
still conform to the elements specified in this 
Consensus Statement.
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Acute health care facility: A hospital or other 
health care facility providing health care services  
to patients for short periods of acute illness, injury  
or recovery.

Advance care directive: Instructions that 
consent to, or refuse the future use of specified  
medical treatments (also known as a health care  
directive, advance plan or other similar term).

Advanced life support: The preservation or 
restoration of life by the establishment and/or 
maintenance of airway, breathing and circulation  
using invasive techniques such as defibrillation, 
advanced airway management, intravenous  
access and drug therapy.

Attending medical officer or team: The treating 
doctor or team with primary responsibility for  
caring for the patient.

Definitive disposition: The location, such as 
a ward or hospital, to which the patient will be  
transferred after initial stabilisation.

Definitive care: The clinical care required to 
maintain the stabilisation achieved and, where  
possible, to restore the patient to health.

Emergency assistance: Clinical advice or 
assistance provided when the patient’s condition  
has deteriorated severely. This assistance is  
provided as part of the rapid response system,  
and is additional to the care provided by the  
attending medical officer or team.

Escalation protocol: The protocol that sets out
the organisational response required for different 
levels of abnormal physiological measurements or 
other observed deterioration. The protocol applies  
to the care of all patients at all times. 

Monitoring plan: A written plan that documents the 
type and frequency of observations to be recorded.

Rapid response system: The system for providing 
emergency assistance to patients whose condition  
is deteriorating. The system will include the clinical  
team or individual providing emergency assistance,  
and may include on-site and off-site personnel.

Recognition and response systems: Formal 
systems to support staff to promptly and reliably 
recognise patients who are clinically deteriorating,  
and to respond appropriately to stabilise the patient. 

Treatment-limiting decisions: Decisions that 
involve the reduction, withdrawal or withholding  
of life-sustaining treatment. These may include  
‘no cardiopulmonary resuscitation’ (CPR), ‘not  
for resuscitation’ and ‘do not resuscitate’ orders.

glossary
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