A Common Language Across Healthcare:
Using RESTORE2 & NEWS?2 to identify the physically deteriorating

patient in Care/Nursing Homes

Training Pack

RESTORE2 uses NEWS2 reproduced from the Royal College of Physicians. National Early Warning Score (NEWS) 2: Standardising the assessment of
acute illness severity in the NHS. Updated report of a working party. London: RCP, 2017. The NEWS2 charts must be reproducedin full colour and
high resolution only.

RESTORE2 and its components must not be modified/amended in any way.
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Objectives and Aims

Objective

* To provide staff with an overview of the RESTORE2 tool and the necessary skills

and knowledge to apply the tool in practice
Aims
* To provide an understanding of the advantages of applying the RESTORE2 tool to

recognise and react to the deteriorating resident

* Train staff on the steps and processes of applying the RESTORE2 tool in practice,

including soft signs, recording observations, escalation and communication

* Provide staff with skills required to apply the RESTORE2 tool to their practice to

ensure early and appropriate intervention

* Undertake scenarios to ensure that staff are comfortable with using the tool
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RESTORE2 is a physical deterioration and escalation tool for
care/nursing homes which includes the National Early Warning
Score (NEWS2) and promotes a standardised response to the
assessment and management of unwell residents. It is not a
replacement for clinical judgement and should always be used
with reference to the persons care/escalated plan and any
agreed limits of treatment

The RESTORE2™ Mini is a ‘soft signs’ only version of the
RESTORE2™ tool for use in settings where it is not possible to
take clinical observations.
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RESTORE2mini - A Soft Signs approach to identifying Deterioration

RESTGREZ"M

Recognise Early Soft Signs, Take Observations, Respond, Escalate

Ask your resident — how are you today?

Does your resident show any of the following
‘soft signs’ of deterioration?

Increasing breathlessness, chestiness or
cough/sputum

Change in usual drinking / diet habits
= A shivery fever - feel hot or cold to touch

= Reduced mobility - "off legs’ / less
co-ordinated or muscle pain

= New or increased confusion / agitation /
anxiety / pain

= Changes to usual level of alertness /
consciousness / sleeping more or less

= Extreme tiredness or dizziness
“Can’t pee’ or ‘no pee’, change in pee
appearance
Diarrhoea, vomiting, dehydration

Any concerns from the client / family or carers that
the person is not as well as normal.

If purple signs are present, think possible
COVID-19.

[ If YES to one or more of these triggers - take action! ]

© Copyright NHS West Hampshire CCG

Get your message across

Raise the Alert within your home e.g. to a senior carer, registered nurse
or manager.

If possible, record the observations using a NEWS2 based system.

Report your concerns to a health care professional e.g. Nurse/GP/GP
HUB/111/999 using the SBARD Structured Communication Tool.

Situation e.g. what's Key prompts / decisions
happened? How are they?

NEWS2 score if available

Background e.g. what is
their normal, how have
they changed?

Assessment e.g. what
have you observed / done?

Recommendation
‘| need you to...'

Decision what have you
agreed? (including any
Treatment Escalation Plan
& further observations)

Don‘t ignore your ‘gut feeling’ about what you know and see.
Give any immediate care to keep the person safe and comfortable.

—_——
J
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RESTCRE2
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Signs someone may be unwell

and what should | do?

Ask the person you support

- how are you?

Dioes the person show any of the following

*soft signs' of deterioration?

Increasng breathlessness, dhestiness o

wugh/sputum

€ hanege in usual drinking / diet habits
= A shivery fever - feel hot or cold 1o teuch

= Reduced mobility - ‘off legs’ / less
co-ordinated ar misele paln

= Mew or increased confusion f agitation /

anxiety/ pain
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= Extreme tiredness or dizziness

‘Can't pee’ or ‘N pee’, change in pee appearance
Dilarrhoea, vamiting, dehydration
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SBARD Escalation Tool and Action Tracker

(get your message across)

REMEMEER TO SAY: The residents TOTAL NEWS SCORE Is...

Harma:

HHs o, |

I ]

LE Date, Time, Who

Sltuation

{briafly desaibs tha currant sttustion ard give a clear,
corchs owardes of rebant Issuss)

Provids addres, dirsct line: conbact rarmbary

lam... from... (s2y if you ara 2 registered professianal)

| am «alling about residant. .. fMama, OB}

Tha residerts TOTAL NEWS SCORE Is...

Thair nemal NEW Sfcondttion is...

| am calling bscausa | am concamiad that... (a.g. BPIs kew,
pulsais ¥, tamp ks XX, patient s maon confused or drowsy)

th:ﬁ stata tha releant history and what got you to
this peirt)

Rasidant XX has the following medical conditions...

Tha residant doesdoss not have a e plin or CHACFR
form/ agreed care plan with a limit cn festmenthospital
admizzion

They haws had. .. 1GF reviweinvestigatiendmedication 2.3,
antibiotics recanily)

Rasident XX condition has changed in tha last X)X hours
Tha last sat of chaamations was...

Thar normal conditien Is. ..

Tha residant ks on tha folleswing medications. ..

Assassment

{summarka tha facts and gha your best assassmant on
what k& happaning}

| think tha preblem 15 325

And | have... fe.g. givan pain ralisf, medication, sat tha
patiant up atc) OR

| am reot sure what the problern 1s but the residerd s
dateriorating OR

| don't know what’s wrorg but | am realy worrked

Recommandation Actions | have boon asked to taks

{what actions ara you asking for? What do you wantte | (Initial & tima when actlors complatad)

happan raxt?)

| nesd youtn. ..

Come and see tha residant in the naxt XX hours AND

Is thara aryihing | reed 1o do In the meantima? (.9, epet
k 5, give analgesia, escalate to mancy sanices)

Dsclslon

fahat have you agroed)

WWa hanea agresd you will istt'cal in the nect XK hours, and

In thea maaritirs | will do XK

If therz 15 no Improvement within X%, 1wl taks XX action.

hnitials

The 5BARD technigue provides an easy-to-remember standardised
framework for critical conversations, including what key information
will be communicated about a resident’s condition and what
immediate attention and action is required. Record all your actions
and corversations.

HNamac [ ] HHSH\:\.[

m pate. Tima, Whe

BActions | have boen asked to take Intiaks | Actions | have beon asked to taka
{initial & ima whan actions completed) (initial & time whan actions complated)

Phiotocopy this page If admitting&rareferring resident or uplead to ambularcs EPR

Photoropy this page If admitting/transforring resident or upload to ambulancs EPR
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RESTOREZ2 is a physical deterioration and escalation tool for
care/nursing homes designed to support homes to:

* Recognise when a resident may be deteriorating or at
risk of physical deterioration

* Act appropriately according to the residents care plan

* Obtain a complete set of physical observations to
inform escalation and conversations with health
professionals

e Speak with the most appropriate health professional in
a timely way

* Provide a concise escalation history to health
professionals to support their decision making

* Get staff and residents the right support in the right
timescale
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The Triad of Clinical Outcomes

Provide q
Standardised
assessment too| and
? common language

across healthcgre

Support carers To
recognise physical
deterioration early

Enable staff to communicate concisely with clinicD

decision makers to get an effective response
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Ca S e St U d y Lost Opportunities

5pm Antibiotics have not arrived “ Worsen'\r\g C“Y\\CC\\ s

00.10am Resident developed a fever p'\c'\'ure

heart rate and the nursing home conta the Out
of s GP service w‘ised paracetamol and OQH@P did not ¢
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NOT . morning for
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Ca S e St U d y Lost Opportunities

03.30am Home contacted Out of Ho M Worsenmg C\'\NCC\\ ' 4

because of concerns around falling bl > p"c-\-ur‘e
and oxygen levels in the blood
ffects of
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Ca S e St U d y Lost Opportunities

04.00am Home call 999 as so concer M

resident.

The resident died in the emergency department a
05.308m due o sepsii C s [ vonaiy
0.5%
k} 5.5%

ho-one recognised rgor\ r'
how sick the resident healthca

‘ - was Was inac qUG
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_NEWS Score | Mortality

home were unable to effective o=
communicate their concerns to 27%
healthcare professic 38%
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e RESTORE2 combines
soft signs with NEWS2,

(brrefly Goscr e he urment stuatsen and gove 3 Coar.

ur

a clear escalation
pathway designed
around care homes
and an SBARD
communication tool
and Action Tracker
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Identifying the soft signs of deterioration
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What Are Soft Signs of Deterioration?

* Think about an occasion when you were
unwell......

* How did you know you were unwell?
* How could you tell when it was getting worse?

* Now let’s think about your residents.
 What “soft signs” could they present with?
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Recognise Early Soft Signs, Take Observations, Respond, Escalate

Ask your resident — how are you today?

Does your resident show any of the following
‘soft signs’ of deterioration?

Increasing breathlessness, chestiness or
cough/sputum

Change in usual drinking / diet habits
= A shivery fever — feel hot or cold to touch

= Reduced mobility — “off legs" / less
co-ordinated or muscle pain

= New or increased confusion / agitation /
anxiety / pain

= Changes to usual level of alertness /
consciousness / sleeping more or less

= Extreme tiredness or dizziness

‘Can’t pee’ or 'no pee’, change in pee
appearance

Diarrhoea, vomiting, dehydration

Any concerns from the client / family or carers that
the person is not as well as normal.

If purple signs are present, think possible
COVID-19.

[ If YES to one or more of these triggers - take action! ]

© Copyright MHE West Hampshire CCG
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Adult Physiological
Observation &
Escalation Chart oo |

Full Name: |

]
MNHS No. [ ]
]

Stroke (facial / arm

Worse than normal lethargy or
withdrawal or anxiety/agitation/
apprehension or not themsehes

weakness, speech
probiems)

Central Chest Pain/ Heart
Attack / Cardiac arrest
Worsening shortness CALL 998 IMMEDIATELY
of breath {can't talk in
sentences), chestiness
or fast breathing,
cough/sputum

Extreme tiredness or
dizziness

Off food, reduced
N - appetite, reduced
New or increasing fluid intake
oxygen requirement
New offensive/
smelly urine or
can't pee'reduced
peefreduced
catheter output

Diarrhoea, vomiting

Cold hands/feet or or dehydration {dry lips,
worsening skin colour mouth, sunken eyes,
or puffiness, mottling decreased skin tone)
or rash
Resident specific soft-signs
Observations significantly
different from normal,
indluding blood sugars
Can't walk or
Increased or new onsat pai off legs’,
pain less mobile/

If you answer YES to any of these triggers, your resident is at risk of deterioration.
If purple signs are present, think possible COVID-19

RECOGNISE TAKE COMPLETE SET ESCALATE USING

OF OBSERVATIONS ESCALATION
AND CALCULATE TOOL AND SBARD
NEWS COMMUNICATION



Making NEWS accessible +

SARL

Worsening shortness

of breath (can't talk in

sentences), chestiness

or fast breathing

New or increasing
oxygen requirement

Cold hands/feet or

Observe ~ likely stable enough to remain at home
Escalate if any clinical concerns / gut feeling

Immediate senior staff review, escalate if concerned. Repeat observations within 6 hours. If next
observations remain elevated with no obvious cause arrange for GP review suggested within 24
hours. If NEWS is worsening, move to appropriate escalation point

Immediate senior staff review, if no improvement in NEWS (or the same) within 2 hours, seek GP
telephone assessment within 2 hours -+~ GP review within 6 hours. If NEWS is worsening, move to
appropriate escalation point.

Repeat observations within 30 minutes. If observations = NEWS +3 or more, seek urgent
GP telephone or face to face review within 2 hours. If NEWS is worsening, move to appropriate
escalation point

Immediate dlinical review/advice required. Refer to GP using surgery bypass number or use NHS 111
to contact out of hours. Urgent transfer to hospital within 1 hour may be require

Admission 1o hospital should be in line with any
appropriate, agreed and documented plan of care.

Blue light 999 call with transfer ta hospital (15 minutes), follow guidance of call handler

worsening skin colour

or puffiness, mottling

or rash

Obsevations significantly

different from normal,

=

including blood sugars

Increased or new onset pain

Waat abserwatin i (Wra|

| Ticabation of e YA

|
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When to call 999

* Astroke is a brain attack. It happens when the blood
_ supply to part of the brain is cut off. Without blood

Stroke (facial /f arm ) )

weakness, speech brain cells can be damaged or die — do not use

problems) RESTORE?2 but call 999

NEW ONSET OF:

Central Chest Pain / Heart
Attack / Cardiac arrest

CALL 999 IMMEDIATELY

KMo WPEECH IME

XY

Speech Difficulty Time is Brain!
Listen for slurred speech. Go to the hospital
Do people understand  immediately, preferably
your speech? with an acute stroke unit!

3 Arm Weakness.
Face Drooping. . Is one arm weak?
Look for an uneven smile, Can you lift both arms?

NHS Parliamentary Awards
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When to call 999

e All chest pain should be investigated. Get immediate

MEW ONSET OF:
medical help if you think someone is having a heart

Stroke (facial /f arm

weakness, speech attack— do not use RESTORE2 but call 999

problems)

Central Chest Pain / Heart
Attack / Cardiac arrest

CALL 999 IMMEDIATELY

Call 999 if you have sudden chest pain that:

+ spreads to your arms, back, neck or jaw
+ makes your chest feel tight or heavy

+ also started with shortness of breath, sweating and feeling or
being sick

You could be having a heart attack. Call 999 immediately as you
need immediate treatment in hospital.
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Understanding your Resident

* Homes are encouraged to understand what is normal for the resident and work

with GP’s or other teams (e.g. frailty teams) to define when another health

professional would want to be informed of an event — this should include knowing

what a normal set of physical observations looks like for the resident

e Any escalation should be with reference to the residents wishes and advanced care

plan —if a plan does not exist it should be created with the resident or the

appropriate person with Power of Attorney (health and welfare)

* Essential that there is evidence of a documented Capacity Assessment where Best

Interests Decisions are being made and that decisions are made with others and

are clearly articulated
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Understanding your Resident

Reference NEWS2 (What's normal for this resident)

Edward is normally fit and active but s often mildly confused tn the mornings /
before breakfast. Normally NEW.S score is 0 but in the morning Edward may
trigger the AVPU scale ~ only call a GP if the confusion continues to lunchtime.
Edward Ls for full treatment anol admission to hospital if vequired. Edwarol becomes
agitated when he is becoming wnwell which is a good soft sign for him.
Print name: >y Davids Date:  12/4/1¢ Slgnature: DDAVIDS

What is the resident normally like? What observations are reasonable and safe for them? When would your GP want you to call them? What
escalation has been agread with the resident (or their advocate)?

End of Life (EOL) or Agreed Limit of Treatment

The AHSNNetwork RESTGREZ e
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Take Observations
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Calculate NEWS2
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Physical Observations

* Validated tool widely used in acute care comprising six biological measurements:

* Respiration Rate * Systolic Blood Pressure
* Oxygen Saturations * Heart Rate
 Temperature * Level of Consciousness (defined by ACVPU)

Respirations Sp0; Scale 1 Blood Pulse Consciousness [l Temperature
Ereaths/min Oxygen saturation (%) pressure Beats/min Soore for WEW ag

mmHg onset of confusion

Seore usas (mo score if chromic)

systolic BP only

» Staff need to have had the appropriate training in taking physical observations

* Homes need to invest in quality equipment for observations and ensure that this is
serviced and calibrated regularly

e Staff must take and document complete observations
* Recording should be made in black pen, be clear, dated, timed and signed
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Respiration Rate

* RRis the most important parameter but the least recorded

* RRisthought to be the most sensitive indicator of a patient’s physiological well-
being

* RRreflects not only respiratory function as in hypoxia or hypercapnia, but
cardiovascular status as is pulmonary oedema and metabolic imbalance i.e. DKA

* Elevated RR is a powerful sign of acute illness and distress, in all patients
* Generalised pain and distress

* Sepsis remote from the lungs

* CNS disturbance and metabolic disturbances such as metabolic acidosis
 Reduced RR is an important indicator of CNS depression and narcosis

* Always take RR over 60 seconds

Physiological Score
parameter 3 I 2 I L I 0 I
Respirati t
esper} ion rate <8 9-11 12-20 21-24
(per minute)
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Sp0, Scoring scales

* NEWS2 has two scoring scales for Sp0,

The new Sp0, scoring Scale 2 is only for patients with a prescribed oxygen
saturation requirement of 88-92% (e.g. in patients who normally retain Carbon

Dioxide and need to do this to drive their respiratory effort (hypercapnic
respiratory failure))

e This should 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 new SpO, scoring Scale 2 should be made by a competent
clinical decision maker and should be recorded in the patient’s clinical notes

* Inall other circumstances, the regular NEWS SpO, scoring scale (Scale 1) should be
used

* For the avoidance of doubt, the SpO, scoring scale not being used should be clearly
crossed out

West Hampshire The AHSNNetwork RESTC REZ e y 2019
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Sp0, Scoring scales
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Level of Consciousness

* Measured via ACVPU
(alert, new confusion, voice, pain, unresponsive)

* Alert — patient is active, responsive, interacting with people
and surroundings, answers questions etc.

* New onset or worsening confusion is now included which
excludes residents with confusion as part of their normal
disease process

* Voice —responds to voice but not spontaneously interacting,
may be drowsy, keeps eyes closed, may not speak coherently

e Pain—not alert and does not respond to verbal stimuli,
responds to painful stimulus

* Unresponsive — unresponsive, unconscious

Physiological
parameter

Consciousness

West Hampshire The AHSNNetwork RESTGREZ i

Recognise early soft-signs, Take observations, Respond, Escalate Patient Safety Collaborative

Clinical Commissioning Group

ACVPU

KEY
ﬁ

A

Alert
awake &
responding,
Eyes open
ﬁ

Confusion
Mew onset of
confusion
(Do not score
if chronic)

Verbal
Moves s/
Ilmbs?

NHS Parliamentary Awards

2019




Escalation — get the right help
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Escalation — get the right help

o

2
3-4 "5
5-6

7+

NHS|

West Hampshire

Clinical Commissioning Group

. —— Admission to hospital should be in line with any

Removes the element of
personal interpretation

Suggested Actions (always consider the resident’s total NEWS2 in
relation to their normal reference score)

Observations

Observe — likely stable enough to remain at home
Escalate if any clinical concerns / gut feeling

At least 12 hourly
until no concerns

Immediate senior staff review, escalate if concerned. Repeat observations within 6 hours. If next
observations remain elevated with no obvious cause arrange for GP review suggested within 24
hours. If NEWS is worsening, move to appropriate escalation point.

At least 6 hourly

Immediate senior staff review, if no improvement in NEWS (or the same) within 2 hours, seek GP
telephone assessment within 2 hours +/- GP review within 6 hours. if NEWS is worsening, move to
appropriate escalation point

At least 2 hourly

Repeat observations within 30 minutes. If observations = NEWS +3 or more, seek urgent
GP telephone or face to face review within 2 hours. If NEWS is worsening, move to appropriate
escalation point.

At least every 30
minutes

Immediate clinical review/advice required. Refer to GP using surgery bypass number or use NHS 111
to contact out of hours. Urgent transfer to hospital within 1 hour may be required.

Every 15 minutes

appropriate, agreed and documented plan of care.

Blue light 999 call with transfer to hospital (15 minutes), follow guidance of call handler

Continuous
monitoring until
transfer
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Get your message across

(briefly describe the current situation and give a clear,
concise overview of relevant issues)

(Provde address, dewct ne contact number)

fam_ . from__ (say # you are 3 regstered professional)

| am calng about resdent. .. (Name, DOB)

The residents TOTAL NEWS SCORE is... This is... ABOVE
REFERENCE for them
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e SBARD is a structured method for

communicating critical
information that requires

immediate attention and action

* Five steps:

ituation

ackground

ssessment

ecommendation

ecision

NHS|

West Hampshire

Clinical Commissioning Group

The AHSNNetwork

SBARD Escalation Tool and Action Tracker

(get your message across)

REMEMEER TO SAY:
The residents TOTAL NEWS SCORE is... This is... ABOVE REFERENCE for them

Situation
(briefly describe the eurrent dtuation and give a clear,
condse overview of relevant isses)
(Provide adedness, direct line cormact numberk
L. frorm... (say if you are & registensd profesanng)
1aim calling about resident. .. (Mafme, DOB)

residents TOTAL NEWS SCORE is... This is... ABOVE
REFEREMCE for them
1am calling because | am concerned that. .. (2.q. BF & low,
puke & XX, temp s 300 patent is mone confused o
dronsy)

Background

{briefly state the relevant histary and what got you ta
this peint)

Ressdent 3¢ has the fallowing medscal conditions. ..

The resident doesidoes nol heve a ReSPECT or DNACPR
farm f agread care plan with & ket on treatmenbhospital
adrmistion

They have had. .. (GF reviewfinvestsgation/medication e.q.
antibiotics recently)

Resadent 300s condtion hes changed @ the Lt XX hodrs
The last set of obsercatong was. ..

Thesr normal condition ...

Assessment

{sumrmarise the facts and give your best assessrment on
wihat is happening)

1think the problerm i X0

And | have.... je.q. geen pan relief, medecation, at the
patient up eic.) OR

lam nat sune what the prablem is but the resident is
deteriaratng OR

Idan't ki what's wiomng But | am really wortied

Recommendati

{wMtﬂan:ueTnuaﬂhg far? What do you want to
happen next®)

Inesd you To...

Caome and see the fesdent in the next 200 hours AND

E thene armything | need 1o o n the meantsne? (2.0, epeat
observations, give analgesia, escalsle (o emergency servces)

Decision
{what have you agreed)

300 hawrs, and
RESTCRE2
B ki OU BCToN.

Recognise early soft-signs, Take observations, Respond, Escalate

Actions | have been asked to take
linitial & time when actions completed)

Initials
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Using RESTORE?
lets do some scenarios

RESTCRE2

Recognise early soft-signs, Take observations, Respond, Escalate




RESTCRE2

Recognise early soft-signs, Take observations, Respond, Escalate

Case Study 2

Charlie



Charlie @ RESTCRE2

nise early soft-signs, Take observations, Respond, Escalate

Charlie is 67 yrs old

Admitted to home as unable to cope and has reduced
mobility

Full capacity No respiratory problems
Observations

Resps 16 per minute

Sats 96%

BP 125/90

P88

ACVPU= A

T 37



Normal News2 Score RESTCRE2

e Normal NEWS 2 Score “0”

 Monthly observations stable for first 3 months
of his stay



v
Soft Signs TG
Recognise early soft-signs, Take observations, Respond, Escalate

One morning you notice that Charlie is reluctant
to eat his breakfast and feels he needs to go
back to bed for a rest

When you check on Charlie an hour later you
feel his hands are colder than normal

WHAT DO YOU DO ?



Observations and reassess REST("REZ

Nnews
Observations NEWS2

Reps 20

Sats 95% Score 2
BP 115/80

P95

A- Alert WHAT DO YOU DO?
T37.5




Escalation plan RESTCRE2

soft-signs, Take observations, Respond, Escal

Refer to escalation plan 2 hrly obs

Request senior staff review
No change

Repeat observations 2 hrly

NEWS?2 score 2

Document , Document,
Document What do you do ?



Escalation — get the right help

o

2
3-4 "5
5-6

7+

NHS|

West Hampshire

Clinical Commissioning Group

. —— Admission to hospital should be in line with any

Removes the element of
personal interpretation

Suggested Actions (always consider the resident’s total NEWS2 in
relation to their normal reference score)

Observations

Observe — likely stable enough to remain at home
Escalate if any clinical concerns / gut feeling

At least 12 hourly
until no concerns

Immediate senior staff review, escalate if concerned. Repeat observations within 6 hours. If next
observations remain elevated with no obvious cause arrange for GP review suggested within 24
hours. If NEWS is worsening, move to appropriate escalation point.

At least 6 hourly

Immediate senior staff review, if no improvement in NEWS (or the same) within 2 hours, seek GP
telephone assessment within 2 hours +/- GP review within 6 hours. if NEWS is worsening, move to
appropriate escalation point

At least 2 hourly

Repeat observations within 30 minutes. If observations = NEWS +3 or more, seek urgent
GP telephone or face to face review within 2 hours. If NEWS is worsening, move to appropriate
escalation point.

At least every 30
minutes

Immediate clinical review/advice required. Refer to GP using surgery bypass number or use NHS 111
to contact out of hours. Urgent transfer to hospital within 1 hour may be required.

Every 15 minutes

appropriate, agreed and documented plan of care.

Blue light 999 call with transfer to hospital (15 minutes), follow guidance of call handler

Continuous
monitoring until
transfer

NHS Parliamentary Awards
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Refer to escalation plan RESTCRE2

arly soft-signs, Take observations, Respond, Escalat

Repeat observations NEWS?2 score now 4
Reps 22
Stats 959
ats 95% What do you do ?
Bp 115/70
P 95
Alert Refer to escalation plan

T 38



Next step RESTC
Recognise early soft-signs, Take observations, Respond, Escalate

* Repeat observations every 30 minutes

* Seek Urgent GP advice
* How would you give the information to the GP



SBARD RESTCRE2

soft-signs, Take observations, Respond, Esc:

* Situation

| am ringing because | am concerned regarding one of my residents
Charlie has been with the home for 3 months and is generally fit and well
| became concerned as he is off his food and unusually lethargic

His reference/normal NEWS2 score is O

We have been monitoring his observations over the day and his NEWS2 Score has
risen to 4

* Background

Charlie is 67yrs old and alert with full capacity

He is on medication for hypertension but no other medication

He has not required medical review since joining the home

His last set of observations are : Reps 22, Stats 95%, Bp 115/70, P 95
Alert ;T 38



SBARD RESTCRE2

soft-signs, Take observations, Respond, Escal

* Assessment
| am not sure what the problem is but he is deteriorating

* Recommendation
Please could you visit to review Charlie ?
Is there anything | can do whilst | am waiting for you ?

GP- Advice please give 1g of paracetamol and continue with
observations

* Decision
GP — will visit in the next two hours after surgery

Continue with observations and call back if Charlies condition
changes before the GP arrives

Document .Document .Document



Outcome RESTC
Recognise early soft-signs, Take observations, Respond, Escalate

* Charlie is reviewed by GP
e Antibiotics prescribed (UTI )

 Advised to continue observations in line with
the escalation tool until Charlie returns to his
“Normal”



I < v
Recognise early soft-signs, Take observations, Respond, Escalate

What did you do ?

* Recognised soft signs

* Monitored observations (as appropriate for
your home)

* Used SBARD to communicate your concerns
* Achieved a GP review in a timely manner



F e e ; i C Recognise early soft-signs, Take observations, Respond, Escalate

“Beneficial to
have
standardised tool
for when agency

nurses are on
duty”

Four staff members received the Restore2
training, including myself, we all found it very
interesting and extremely helpful. The training
makes you focus on your residents’ general state
of health, you learn to be so much more aware of
signs that could mean deterioration and it gives
you the confidence and knowledge, especially
non-clinical staff, to discuss a deteriorating
resident with a clinician. We all felt that the
training is invaluable through the COVID19
pandemic, when residents’ symptoms may not be
obvious, but with base lines and observations
embedded into care plans, | feel we are now much
better equipped to monitor our residents”
Johannah Houghton Manager Sable Cottage

Angela from Cross
and Passion said how
energised she felt
after the course and
wanted to thank-you

again”

Staff are clear as to what is
required of them. Some staff
can lack confidence or
experience when dealing with
residents whom present as
unwell. The Restore 2
document is user friendly and
it is easy to interpret data /

score / action required.

“Restore 2 is simple
to use and is also a
nationally
recognised tool
which is useful when
liaising with
paramedics”

“I have just attended the
first virtual RESTORE2
training session. | just want
to say that the training was
excellent. My Deputy
attended also. | intend to
book more staff on the next
two dates”




Recognition and endorsements

Guidance from the CQC, DHSC, NHSE and PHE (31/7/20) includes reference to RESTORE2™ in

their Admission and care of residents in a care home during COVID-19.The guidance states that the NHS will be
supporting care home professionals to use well evaluated tools such as RESTORE2™ and NEWS2, accompanied
by support and access to specific equipment such as pulse oximeters, which can also help determine whether a
resident is unwell and as a way of monitoring residents with symptoms.

The British Geriatrics Society have recommended the use of RESTORE2™ in their “COVID-19: Managing the
COVID-19 pandemic in care homes” (BGS 25/3/2020) which states: “If taking vital signs, care homes should use
the RESTORE2™ tool...” ..."to recognise deterioration in residents, measure vital signs and communicate
concerns to healthcare professionals.”

Learning Disabilities Mortality Review (LeDeR) programme have recommended that NEWS2, as used in tools
such as RESTORE2™ | is adapted and then adopted as a means to capture baseline and soft signs of acute
deterioration in physical health for people with learning disabilities by:e Involving people with learning disabilities,
their families and professional organisations. ¢ Disseminating for use across acute, primary and community
settings.2019 Annual report of the English Learning Disabilities Mortality Review (LeDeR) programme (LeDeR
16/7/20)The report can also be downloaded from the resources zone on this webpage.

54



https://www.gov.uk/government/publications/coronavirus-covid-19-admission-and-care-of-people-in-care-homes/coronavirus-covid-19-admission-and-care-of-people-in-care-homes#caring-for-residents-depending-on-their-covid-19-status-and-particular-needs
https://www.bgs.org.uk/resources/covid-19-managing-the-covid-19-pandemic-in-care-homes
http://www.bristol.ac.uk/media-library/sites/sps/leder/LeDeR_2019_annual_report_FINAL.pdf
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