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If you answer YES to any of these triggers, your resident is at risk of deterioration

RECOGNISE 
SOFT SIGNS 
OF POSSIBLE 

DETERIORATION

TAKE COMPLETE SET 
OF OBSERVATIONS 
AND CALCULATE 

NEWS

ESCALATE USING 
ESCALATION 

TOOL AND SBARD 
COMMUNICATION

Full Name:

NHS No.

DOB: Room No.

Worsening shortness 
of breath (can’t talk in 
sentences), chestiness 
or fast breathing

Off food, reduced  
appetite, reduced 

fluid intake

New offensive/ 
smelly urine or  

can’t pee/reduced 
pee/reduced  

catheter output 

Diarrhoea, vomiting  
or dehydration (dry lips, 

mouth, sunken eyes, 
decreased skin tone) 

Can’t walk or  
‘off legs’,  

less mobile/ 
co ordinated

Increased or new onset pain

Increasing  
(or new onset) 

confusion or less 
alert than normal

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

Cold hands/feet or 
worsening skin colour 
or puffiness, mottling 
or rash

Observations significantly 
different from normal, 
including blood sugars

New or increasing 
oxygen requirement

Does Your 
Resident Have 

Soft Signs 
of Possible  

Deterioration

Any  
concern  

from the resident, 
family or carers  

that the person is  
not as well  
as normal

NEW ONSET OF:

Stroke (facial / arm 
weakness, speech 
problems)

Central Chest Pain / Heart 
Attack / Cardiac arrest

CALL 999 IMMEDIATELY

Shivery, fever  
or feels very hot,  
cold or clammy

Adult Physiological  
Observation &  
Escalation Chart

Resident specific soft-signs

e.g. changes to sleep patterns, not 
interested in usual/specific activities
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Understanding the terms used in this book

CARER(S)
In this workbook we use the term ‘carer’ or ‘carers’ to refer to any member of staff in a 
residential or nursing home engaged in caring for a resident. This includes individuals 
with a professional registration.

DNACPR
Do Not Attempt Cardiopulmonary Resuscitation or DNACPR decisions are documents 
that state that a resident should NOT receive cardiopulmonary resuscitation (which can 
involve chest compressions and shock therapy in an attempt to restart someone’s 
heart). A DNACPR form only relates to cardiopulmonary resuscitation and not to the 
delivery of other treatments and should not be confused with a Treatment Escalation 
Plan.

NEWS
Stands for National Early Warning Score. NEWS is a system developed to help people 
assess how unwell someone is. It is based on six observations or ‘vital signs’ and gives a 
score from 0-20. The higher the score, the more unwell the person is likely to be. The 
current system is referred to as NEWS2 as this is the second version of NEWS. In this 
document we use NEWS to refer to the latest version of NEWS i.e. NEWS2.

RESIDENTIAL AND NURSING HOMES
In this workbook we use the terms ‘residential’ and ‘nursing’ to refer to all of the 
different types of homes that provide care to residents. Residential homes will typically 
be staffed by carers with limited access to internally employed registered nurses whilst 
nursing homes will have access to registered nurses as part of their workforce. 
RESTORE2TM can be used successfully in any of these settings.

VITAL SIGNS
Also known as observations, these are the measurements of essential body functions 
such as breathing rate, also known as respiratory rate, oxygen saturations, heart rate, 
also known as pulse rate, blood pressure, level of alertness and temperature.

TEP / TREATMENT ESCALATION PLAN
A Treatment Escalation Plan, or TEP, is a personalised recommendation for someone’s 
medical care which sets out how health conditions should be managed in the future if 
a resident deteriorates.

A TEP may be informed by an advance care plan which documents the resident’s wider 
wishes and preferences or an Advance Decision to Refuse Treatment (ADRT) which 
outlines a person’s refusal of a speci�c treatment.
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Introduction to RESTORE2TM

RESTORE2TM is a physical deterioration and escalation package designed speci�cally for 
residential and nursing homes. It can also be used in the domiciliary care sector.

RESTORE2TM will support you in a residential or nursing home to:

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

Act appropriately according to the residents care plan and treatment escalation 
plan.

Be con�dent to measure a complete set of physical vital signs (observations) to inform 
escalation and conversations with health professionals.

Speak with the most appropriate health professional at the right time, giving the most 
relevant information to support their professional decision making.

Get staff and residents the right care, at the right time in the right place for the right 
outcome.
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If any one of us was unwell, we would want the following things to be in place to give 
us the best chance of a good outcome:

RESTORE2TM is not an admission avoidance tool – it is a right care, right time, right 
place tool, right outcome tool.

These three things are the triad of clinical outcomes. They are critical in preventing 
worsening deterioration and giving your resident the best chance of being treated 
successfully. Ideally, this means managing them in the community in their own place of 
residence but it could mean having the shortest possible admission to hospital or sup-
porting a digni�ed and managed death.

Getting the best outcome for residents

Someone to recognise our deterioration early

Healthcare services to get to us as quickly as is required

A clinical response that meets our needs.

ea
rly

 d
et

ec
tio

n tim
elines of 

response

competency of
clinical response

Support carers to 
recognise physical 
deterioration early

Provide a standardised 
assessment tool and a 

common language 
across healthcare

Enable staff to communicate concisely with clinical decision 
makers to get an effective response
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The challenges of managing physical deterioration

There are a number of challenges facing staff in residential and nursing homes that 
sometimes makes achieving the triad of clinical outcomes dif�cult, including:

Carers may not have always had suf�cient 
training to recognise physical 
deterioration early

Early Detection

Timelines of Response

CHALLENGE
RESTORE2TM uses soft signs language 
developed with carers to support easy 
recognition of possible deterioration

Recognising physical deterioration in 
residents with increasingly complex 
underlying health problems is dif�cult

CHALLENGERESTORE2TM supports carers to 
recognise what is normal for the 
resident and when they may be 
becoming unwell

There is a lack of standardised assessment 
tools designed speci�cally for use in all 
homes

CHALLENGE
RESTORE2TM includes NEWS2 – a 
standardised deterioration tool used 
by GP’s, ambulances and hospitals– a 
common language

Carers do not always feel supported to 
raise concerns to healthcare professionals

CHALLENGERESTORE2TM is shown to improve 
carers con�dence to raise concerns 
because of using soft signs and NEWS
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Competency Of Clinical Response

Communicating effectively with multiple 
healthcare providers when escalating is 
dif�cult

CHALLENGE
RESTORE2TM uses a structured 
communication tool to help carers 
get their message across

Healthcare services have lots of competing 
demands to respond to

CHALLENGERESTORE2TM provides vital signs and a 
NEWS which can help other 
healthcare professionals to prioritise 
resident care
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How does RESTORE2TM work?

RESTORE2TM has �ve key components that support carers to recognise deterioration, assess 
the risk and act on your �ndings:

The soft signs of deterioration which support 
carers to identify potentially unwell residents

A ‘what’s normal for this resident’ reference 
box so people understand when a residents 
condition has changed and what plans have 
been put in place to manage this. This includes 
their normal NEWS

National Early Warning Score 
physical observation chart that 
provides a standardised 
assessment of risk and sickness

An escalation pathway to 
ensure you ‘get the right help’

A structured communication 
tool to help you ‘get your 
message across’

Recognise Early Soft Signs

Notes Date, Time, Who

S

Situation  
(briefly describe the current situation and give a clear, 
concise overview of relevant issues)
(Provide address, direct line contact number)
I am… from… (say if you are a registered professional)
I am calling about resident… (Name, DOB)
The residents TOTAL NEWS SCORE is... 
Their normal NEWS/condition is…
I am calling because I am concerned that… (e.g. BP is low, 
pulse is XX, temp is XX, patient is more confused or drowsy)

B

Background  
(briefly state the relevant history and what got you to 
this point)
Resident XX has the following medical conditions…
The resident does/does not have a care plan or DNACPR 
form / agreed care plan with a limit on treatment/hospital 
admission
They have had… (GP review/investigation/medication e.g. 
antibiotics recently)
Resident XX’s condition has changed in the last XX hours
The last set of observations was…         
Their normal condition is…
The resident is on the following medications…

A

Assessment  
(summarise the facts and give your best assessment on 
what is happening)

I think the problem is XX

And I have… (e.g. given pain relief, medication, sat the 
patient up etc.) OR

I am not sure what the problem is but the resident is 
deteriorating OR

I don’t know what’s wrong but I am really worried

R

--

D

Recommendation  
(what actions are you asking for? What do you want to 
happen next?)

I need you to…

Come and see the resident in the next XX hours AND

Is there anything I need to do in the meantime? (e.g. repeat 
observations, give analgesia, escalate to emergency services)

Decision  
(what have you agreed)

We have agreed you will visit/call in the next XX hours, and 
in the meantime I will do XX

If there is no improvement within XX, I will take XX action.

Actions I have been asked to take  
(initial & time when actions completed)

Initials
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Photocopy this page if admitting/transferring resident or upload to ambulance EPR

REMEMBER TO SAY: The residents TOTAL NEWS SCORE is...

SBARD Escalation Tool and Action Tracker  
(get your message across) 

Name:

NHS No.

Take  O
bservations

Respond

Es
ca

la
te

RESTORE2 which includes the National Early Warning Score (NEWS2) 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. If you are concerned about the resident or if one observation has changed significantly ALWAYS ACT ON 
YOUR CONCERNS AND SEEK ADVICE from a competent clinical decision maker e.g. GP, Registered Nurse or AHP.

• This chart uses aggregated (total) NEWS - it is important that you understand the residents normal NEWS (the score when they are stable 
and as well as usual) to support appropriate escalation. You should try and establish what is normal for residents on admission with a 
member of the multi-disciplinary team (e.g. General Practitioner, frailty practitioner). 

• Only a Medical Professional can authorise use of the hypercapnic respiratory failure scale for residents who normally have low oxygen 
levels as part of a diagnosed condition (e.g. COPD)

• Use this chart for all your routine observations as per your local policy. If your resident shows ANY of the soft signs of deterioration, record 
their observations and NEWS immediately on the chart and follow the escalation tool as appropriate, using SBARD to communicate

• There may be a need to re-consider what is normal for the resident following any sustained improvement in their condition or non-acute 
deterioration. 

How to use RESTORE2

NEWS2 Escalation (get the right help early)
Suggested Actions (always consider the resident’s total NEWS2 in  

relation to their normal reference score) Observations

0 Observe – likely stable enough to remain at home

Escalate if any clinical concerns / gut feeling
At least 12 hourly 
until no concerns

1
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

2
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

3-4   
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

5-6
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

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

Continuous 
monitoring until 
transfer

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

End of Life (EOL) or Agreed Limit of Treatment
• All residents should have had the opportunity to discuss their end of life preferences in advance of any crisis

• RESTORE2 must be used in conjunction with the expressed wishes of the resident e.g. treatment escalation plans or advanced care plans.

• RESTORE2 can be used in residents with an agreed limit of treatment (e.g. not for hospital admission, not for resuscitation or not for 
intravenous antibiotics) to identify recoverable deterioration amenable to treatment. It is also useful for anticipating end of life to inform 
conversations with residents and their relatives - once the resident is on an EOL care pathway, RESTORE2 should be discontinued.

What’s normal for this resident

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

Print name:                                                                 Date:                                                    Signature:

Page 2 of 6 - All pages must be present when printing

Full Name: NHS No.Full Name: NHS No.

Single 
Observation 

3
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competency of
clinical response

Recognise Early Soft Signs

Take  O
bservations

Respond

Es
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la
te

RESTORE2 which includes the National Early Warning Score (NEWS2) 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. If you are concerned about the resident or if one observation has changed significantly ALWAYS ACT ON 
YOUR CONCERNS AND SEEK ADVICE from a competent clinical decision maker e.g. GP, Registered Nurse or AHP.

• This chart uses aggregated (total) NEWS - it is important that you understand the residents normal NEWS (the score when they are stable 
and as well as usual) to support appropriate escalation. You should try and establish what is normal for residents on admission with a 
member of the multi-disciplinary team (e.g. General Practitioner, frailty practitioner). 

• Only a Medical Professional can authorise use of the hypercapnic respiratory failure scale for residents who normally have low oxygen 
levels as part of a diagnosed condition (e.g. COPD)

• Use this chart for all your routine observations as per your local policy. If your resident shows ANY of the soft signs of deterioration, record 
their observations and NEWS immediately on the chart and follow the escalation tool as appropriate, using SBARD to communicate

• There may be a need to re-consider what is normal for the resident following any sustained improvement in their condition or non-acute 
deterioration. 

How to use RESTORE2

NEWS2 Escalation (get the right help early)
Suggested Actions (always consider the resident’s total NEWS2 in  

relation to their normal reference score) Observations

0 Observe – likely stable enough to remain at home

Escalate if any clinical concerns / gut feeling
At least 12 hourly 
until no concerns

1
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

2
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

3-4   
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

5-6
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

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

Continuous 
monitoring until 
transfer

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

End of Life (EOL) or Agreed Limit of Treatment
• All residents should have had the opportunity to discuss their end of life preferences in advance of any crisis

• RESTORE2 must be used in conjunction with the expressed wishes of the resident e.g. treatment escalation plans or advanced care plans.

• RESTORE2 can be used in residents with an agreed limit of treatment (e.g. not for hospital admission, not for resuscitation or not for 
intravenous antibiotics) to identify recoverable deterioration amenable to treatment. It is also useful for anticipating end of life to inform 
conversations with residents and their relatives - once the resident is on an EOL care pathway, RESTORE2 should be discontinued.

What’s normal for this resident

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

Print name:                                                                 Date:                                                    Signature:
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Full Name: NHS No.Full Name: NHS No.

Single 
Observation 

3
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If you answer YES to any of these triggers, your resident is at risk of deterioration

RECOGNISE 
SOFT SIGNS 
OF POSSIBLE 

DETERIORATION

TAKE COMPLETE SET 
OF OBSERVATIONS 
AND CALCULATE 

NEWS

ESCALATE USING 
ESCALATION 

TOOL AND SBARD 
COMMUNICATION

Full Name:

NHS No.

DOB: Room No.

Worsening shortness 
of breath (can’t talk in 
sentences), chestiness 
or fast breathing

Off food, reduced  
appetite, reduced 

fluid intake

New offensive/ 
smelly urine or  

can’t pee/reduced 
pee/reduced  

catheter output 

Diarrhoea, vomiting  
or dehydration (dry lips, 

mouth, sunken eyes, 
decreased skin tone) 

Can’t walk or  
‘off legs’,  

less mobile/ 
co ordinated

Increased or new onset pain

Increasing  
(or new onset) 

confusion or less 
alert than normal

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

Cold hands/feet or 
worsening skin colour 
or puffiness, mottling 
or rash

Observations significantly 
different from normal, 
including blood sugars

New or increasing 
oxygen requirement

Does Your 
Resident Have 

Soft Signs 
of Possible  

Deterioration

Any  
concern  

from the resident, 
family or carers  

that the person is  
not as well  
as normal

NEW ONSET OF:

Stroke (facial / arm 
weakness, speech 
problems)

Central Chest Pain / Heart 
Attack / Cardiac arrest

CALL 999 IMMEDIATELY

Shivery, fever  
or feels very hot,  
cold or clammy

Adult Physiological  
Observation &  
Escalation Chart

Resident specific soft-signs

e.g. changes to sleep patterns, not 
interested in usual/specific activities

RESTORE2 which includes the National Early Warning Score (NEWS2) 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. If you are concerned about the resident or if one observation has changed significantly ALWAYS ACT ON 
YOUR CONCERNS AND SEEK ADVICE from a competent clinical decision maker e.g. GP, Registered Nurse or AHP.

• This chart uses aggregated (total) NEWS - it is important that you understand the residents normal NEWS (the score when they are stable 
and as well as usual) to support appropriate escalation. You should try and establish what is normal for residents on admission with a 
member of the multi-disciplinary team (e.g. General Practitioner, frailty practitioner). 

• Only a Medical Professional can authorise use of the hypercapnic respiratory failure scale for residents who normally have low oxygen 
levels as part of a diagnosed condition (e.g. COPD)

• Use this chart for all your routine observations as per your local policy. If your resident shows ANY of the soft signs of deterioration, record 
their observations and NEWS immediately on the chart and follow the escalation tool as appropriate, using SBARD to communicate

• There may be a need to re-consider what is normal for the resident following any sustained improvement in their condition or non-acute 
deterioration. 

How to use RESTORE2

NEWS2 Escalation (get the right help early)
Suggested Actions (always consider the resident’s total NEWS2 in  

relation to their normal reference score) Observations

0 Observe – likely stable enough to remain at home

Escalate if any clinical concerns / gut feeling
At least 12 hourly 
until no concerns

1
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

2
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

3-4   
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

5-6
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

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

Continuous 
monitoring until 
transfer

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

End of Life (EOL) or Agreed Limit of Treatment
• All residents should have had the opportunity to discuss their end of life preferences in advance of any crisis

• RESTORE2 must be used in conjunction with the expressed wishes of the resident e.g. treatment escalation plans or advanced care plans.

• RESTORE2 can be used in residents with an agreed limit of treatment (e.g. not for hospital admission, not for resuscitation or not for 
intravenous antibiotics) to identify recoverable deterioration amenable to treatment. It is also useful for anticipating end of life to inform 
conversations with residents and their relatives - once the resident is on an EOL care pathway, RESTORE2 should be discontinued.

What’s normal for this resident

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

Print name:                                                                 Date:                                                    Signature:
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Full Name: NHS No.Full Name: NHS No.

Single 
Observation 

3
Authorising  

clinician

Signature & 
Date

A+B
Respirations
Breaths/min

A+B
SpO2 Scale 1
Oxygen saturation (%)

C
Blood pressure
mmHg
Score uses  
systolic BP only

C
Pulse
Beats/min

D
Consciousness
Score for NEW onset  
of confusion  
(no score if chronic)

E
Temperature
ºC

Air or Oxygen?

SpO2 Scale 2†

Oxygen saturation (%)

Use Scale 2 if target 
range is 88-92%, 
e.g. in hypercapnic 
respiratory failure

†ONLY use Scale2 under 
the direction of a 
qualified clinician

Date

Time

25
21-24

18-20

15-17

12-14

9-11

8

97 on O2

95-96 on O2

93-94 on O2

93 on air

88-92

86-87

84-85

83%

220

201-219

181-200

161-180

141-160

121-140

111-120

101-110

91-100

81-90

71-80

61-70

51-60

50

131

121-130

111-120

101-110

91-100

81-90

71-80

61-70

51-60

41-50

31-40

30

96

94-95

92-93

91

Alert

Confusion

V

P

U

39.1

38.1-39.0º

37.1-38.0º

36.1-37.0º

35.1-36.0º

35.0º

A = Air

O2 
L/min

NEWS TOTAL

Next observation due (Mins/Hrs)

Escalation of care Y/N

Initials

O2

A+B
Respirations
Breaths/min

A+B
SpO2 Scale 1
Oxygen saturation (%)

C
Blood pressure
mmHg
Score uses  
systolic BP only

C
Pulse
Beats/min

D
Consciousness
Score for NEW onset  
of confusion  
(no score if chronic)

E
Temperature
ºC

Air or Oxygen?

SpO2 Scale 2†

Oxygen saturation (%)

Use Scale 2 if target 
range is 88-92%, 
e.g. in hypercapnic 
respiratory failure

†ONLY use Scale2 under 
the direction of a 
qualified clinician

Date

Time

25
21-24

18-20

15-17

12-14

9-11

8

97 on O2

95-96 on O2

93-94 on O2

93 on air

88-92

86-87

84-85

83%

97 on O2

95-96 on O2

93-94 on O2

93 on air

88-92

86-87

84-85

83%

220

201-219

181-200

161-180

141-160

121-140

111-120

101-110

91-100

81-90

71-80

61-70

51-60

50

131

121-130

111-120

101-110

91-100

81-90

71-80

61-70

51-60

41-50

31-40

30

96

94-95

92-93

91

Alert

Confusion

V

P

U

39.1

38.1-39.0º

37.1-38.0º

36.1-37.0º

35.1-36.0º

35.0º

39.1

38.1-39.0º

37.1-38.0º

36.1-37.0º

35.1-36.0º

35.0º

A = Air

O2 
L/min

NEWS TOTAL NEWS TOTAL

Next observation due (Mins/Hrs)

Escalation of care Y/N

Initials

3
2

1
3

1
2
3

2
1

1
3

3

2

3
2
1

1
2
3

3

1
2

3

3

2

1

1

3

Photocopy this page if admitting/transferring resident or upload to ambulance EPR
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The Soft Signs of Physical Deterioration

As a carer, you spend time with residents and can get to know them very well. Sometimes 
it can be obvious that someone is unwell. Other times the signs might be much harder to 
spot.

Soft signs are the early indicators that someone might be becoming unwell. You do not 
have to be a health care professional to recognise these signs and as a carer you are 
ideally placed to recognise small changes in your resident. Often family and friends will 
pick up on the subtle changes in a person’s behaviour, manner or appearance.

Soft signs can be related to many things including the resident’s:

physical presentation

mental state or

behaviour and ability

What are soft signs?

Types of soft signs

‘Family concerns should always be taken 
seriously, even if you think the resident is �ne.’

Examples of changes in someone’s mental state may include:

feeling more anxious or agitated

having new or worse confusion, or

being more withdrawn than normal

Examples of changes in a person’s physical presentation could include:

being short of breath

not passing much urine

being hot, cold or clammy to touch, or

being unsteady when walking

Changes in behaviour or ability may include:

altered sleep patterns

increased tiredness

reduced inhibitions, or

being very restless or hyperactive.
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Some soft signs are universal – for example new onset shortness of breath or decreased 
urine output. Others may be unique to that particular person, for example a sudden 
inability to participate in activities they enjoy like doing the crossword, a particular 
change in behaviour such as withdrawal, agitation or hyperactivity. By getting to know 
your resident, speaking with their family, friends and carers, you can build up a picture of 
soft signs that are signi�cant to each particular resident.

Example soft signs

Mental Physical Behaviour or Ability

Worse than normal lethargy

Withdrawn

Anxiety/agitation or not 
themselves

More argumentative or tearful

Increasing (or new onset) 
confusion

Less alert than normal

Reduced levels of 
concentration

Worsening shortness of breath 
(can’t talk in sentences)

New or increasing oxygen 
requirement

Chestiness

Fast or unusually slow 
breathing

Cold hands/feet

Worsening skin colour

Puf�ness

Skin mottling or rash

Increased or new onset pain

Observations signi�cantly 
different from normal, 
including blood sugars

Shivery, fever or feels very hot, 
cold or clammy

Off food, reduced appetite

Reduced �uid intake

New offensive/smelly urine or 
can’t pee / reduced pee

Reduced catheter output

Diarrhoea, vomiting or 
dehydration (dry lips, mouth, 
sunken eyes, decreased skin 

tone)

Can’t walk or ‘off legs’, less 
mobile/co-ordinated

Altered sleep patterns

Tiredness / not wanting to get 
out of bed

Reduced inhibitions

Reduced awareness

Increased risk taking 
behaviour

More restless / hyperactive

Loud or animated

Reduced interest in personal 
care

Reduced interest in activities 
of daily living

Anger / frustration outbursts

Any concern from 
the resident, 

family or carers 
that the resident is 

not as well as 
normal
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How to spot soft signs

How are you 
feeling today?
How are you 
feeling today?

It is good practice to ask the people you care for, ‘how are you feeling today’? Allow 
them time to answer the question in their own way and make a note of individual or 
unique soft signs in the resident’s records for future reference.

You should encourage friends and family to tell you if they notice any soft signs.

Soft signs are particularly useful for residents who have dif�culty communicating or 
understanding information due to dementia or learning dif�culties.

Soft signs will lead into using the National Early Warning Score (NEWS) system as part of 
RESTORE2TM and escalating your concerns to a healthcare professional or senior 
colleague.

‘By learning about soft signs, you may be able to 
recognise deterioration early and act to protect 

your residents from serious illness’
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Medical Emergencies

There are some occasions when the early signs of 
deterioration may be a medical emergency. In 
these cases, it is not appropriate to delay 
contacting the emergency services in order to 
record a NEWS. It may be appropriate to monitor 
your resident’s vital signs once you have contacted 
the emergency services.

Such situations include:

CONTACT

999

Chest pain or a suspected heart attack (not all six signs need to be present for a 
resident to be having a heart attack)

Where the individual is displaying signs consistent with having a Stroke

Prolonged seizure where the patient does not have a care plan in place to manage it 
or their breathing is compromised

Where the resident has sustained a signi�cant injury – e.g. a fracture, head injury.

1
Pain or discomfort

in chest

2
Lightheadedness

nausea, or vomitting

3
Jaw, neck or 

back pain

4
Discomfort or pain in

arms or shoulder

5
Shortness of breath

6
Sweating and clamminess,

grey colour

Facial
weakness weakness problems to call 999

Arm Speech Time

Act FAST and
call 999.
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Knowing your Resident

As a carer, you may know your resident better than any other healthcare professional that 
comes into contact with them.

It is really important that when the resident is admitted to your home:

Knowing your resident will help you to support them to live well but also to think about 
what they would like to happen if they become unwell. This may include having a 
Treatment Escalation Plan or Do Not Attempt Cardiopulmonary Resuscitation order.

You complete a set of vital signs (physical observations) so that you know what is 
normal for them

You take time to learn about their usual behaviours so you know if they start doing 
things that are not normal for them

You understand their medical history, including any medicines that they regularly take

You assume that they have the ability (capacity) to make decisions about what they 
want, including should they become unwell

You have a conversation with the resident’s GP about when and in what circumstances 
the GP might want you to call them with a concern

As a carer you are ideally placed to recognise 
small changes in your resident

By getting to know your resident, speaking with 
their family, friends and carers, you can build up 
a picture of soft signs that are signi�cant to each 
particular resident

If a resident has chest pain, a suspected heart 
attack or stroke – call 999.
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Treatment Escalation Plans and Resuscitation
When a resident you are caring for becomes unwell, there are different options for looking 
after them. If possible and safe, most residents would prefer to be treated in their own 
home. For some residents it will be appropriate to call the GP or 999 to arrange admission 
into hospital.

For some people, going into hospital is not appropriate or in their best interests. This can be 
for a number of reasons. Often, people who know they are approaching the end of their life 
may have decided that they want to die in their home and not in hospital if possible. For 
others, perhaps where a speci�c illness or event has happened (for example a serious stroke) 
they may have previously expressed a wish to be looked after by people that know them in a 
way that maintains their dignity.

There are helpful documents available that support residents to have a say in their care prior 
to when they become unwell. Treatment Escalation Plans are developed with the support of 
a doctor and set out how health conditions should be managed in the future if a resident 
deteriorates. A TEP may be informed by an advance care plan which documents the 
resident’s wider wishes and preferences or an Advance Decision to Refuse Treatment (ADRT) 
which outlines a person’s refusal of a speci�c treatment. Do Not Attempt Cardiopulmonary 
Resuscitation or DNACPR decisions are documents that state that a resident should NOT 
receive cardiopulmonary resuscitation.

Treatment escalation plans

A Treatment Escalation Plan, or TEP, is a personalised recommendation for someone’s 
medical care. It is for use in an emergency situation as a reference and communicates the 
level of intervention or de-escalation in the resident’s clinical management.

A Treatment Escalation Plan is made with the resident and their caring team, and often with 
their family. It is ideally made when they are well and can say what they would want to 
happen.

If your resident does not have the ability (capacity) to make decisions around what they 
would want to happen if they became unwell, a suitably trained person should undertake a 
capacity assessment that is time and decision speci�c – for example...if you developed a chest 
infection and oral antibiotics were not working, would you want to go into hospital for 
intravenous treatment? If the person lacks capacity to make this decision then a decision in 
their best interests, involving the residents GP, close family and home staff can be made and 
documented.

The plan should include details about where the person wishes to be cared for and what 
treatments they would or would not want. This can include medication, surgery, intravenous 
antibiotics, or help with breathing. If your resident does not have a Treatment Escalation 
Plan you should assume they are for full treatment and intervention.

Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) decisions

Cardiopulmonary resuscitation can involve chest compressions and de�brillation (heart shock 
therapy) in an attempt to restart someone’s heart. Resuscitation is more likely to be 
successful in someone who is �t and well, than in someone who is frail with medical 
problems.
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Do Not Attempt Cardiopulmonary Resuscitation or DNACPR decisions may be included in a 
Treatment Escalation Plan, or be documented separately. They advise emergency teams like 
the ambulance service on whether they should or should not attempt resuscitation.

Even if a resident has a DNACPR in place, this does not mean that they cannot be treated for 
other conditions. For example, they may still bene�t from antibiotics for an infection, or �rst 
aid for an episode of choking.

End of Life care

RESTORE2TM can be helpful in identifying when a resident is approaching the end of their life. 
This can help to inform conversations with them and their relatives or GP. Once a resident is 
receiving care whilst dying, RESTORE2TM and physical observations should not be used so as 
not to cause unnecessary distress.

As a carer, you can support people in having 
conversations about their End of Life care 
preferences, and help to arrange a Treatment 
Escalation Plan with their GP

You should understand whether a treatment 
escalation plan and a resuscitation decision 
exists, and what it says about that person’s 
wishes

You need to know where these documents are 
kept so that you can access them in an 
emergency

A DNACPR order does not mean that a resident 
cannot be treated for other conditions from 
which they may recover. For example, they may 
still bene�t from antibiotics for an infection, or 
�rst aid for an episode of choking

RESTORE2TM can be helpful in identifying when a 
resident is approaching the end of their life but 
should be discontinued once the person has an 
end of life plan.
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National Early Warning Scores

The NEWS system was developed to 
help people assess how unwell 
someone is, and to quickly recognise 
any deterioration so that treatment 
can be started promptly.

NEWS stands for National Early Warning Score.
The system is widely used in healthcare settings around the United Kingdom and forms a 
‘common language’. NEWS helps to quickly summarise how unwell the resident is in a way 
that is clear, concise and cannot be misinterpreted so that other healthcare professionals 
can prioritise their care effectively.

The National Early Warning Score or NEWS is a number that is calculated from 6 
observations or ‘vital signs’. These are:

In NEWS, each vital sign is given a score based on the measurement. The score ranges 
between zero, which would be normal, and three, which is very abnormal. 2 further points 
are given if someone is on oxygen therapy.

A common
language across

healthcare

A common
language across

healthcare

O2

A 
C 
V 
P 
U

160120

80

40
0

200

240

How NEWS works

White is 0 points

0
Yellow is 1 point

1
Orange is 2 points

2
Pink is 3 points

3

Breathing or respiratory rate

The level of oxygen in their blood, known as oxygen saturation

Blood pressure

Heart rate, also known as pulse rate

Level of alertness

Temperature
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NEWS charts are colour coded to help you to add up the correct NEWS. If you are using a 
paper chart, you must write the vital sign in the correct place. This is because the colour 
shows you how many points to score.

In total, this gives a NEWS score of between zero and twenty. The higher the score the 
more unwell the person is likely to be.

You must have all six vital signs to calculate a NEWS score. The total score is very accurate in 
predicting how unwell someone is.

When to do a NEWS

Many residential and nursing homes will take a set of vital signs and calculate a NEWS 
when a resident is �rst admitted or within 24 hours to help them understand what is 
normal for the resident.

The purpose of measuring vital signs is not to turn residential and nursing homes into mini 
hospitals. The home is the residents own and should not be overly medicalised. RESTORE2TM 
allows you to identify the soft and early signs of deterioration which triggers a set of vital 
signs speci�cally when a resident is unwell or is at risk of becoming unwell to help you 
share your concerns with others.

Well

0 3 5 7 20

Very Unwell

NEWS helps to quickly summarise how unwell 
the resident is in a way that is clear, concise and 
easy to communicate

You must have all six vital signs to calculate a 
NEWS score

You must understand that what a normal NEWS 
would be for your resident and be able to 
identify that a high NEWS is likely to mean that 
a resident is unwell.
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Measuring vital signs (observations)

Any area where RESTORE2TM is used will need to have the appropriate equipment available 
and staff who are trained to measure vital signs (observations).

To measure vital signs in order to calculate a NEWS you will need:

All equipment must be regularly calibrated and checked. If you �nd any problems with any 
of the equipment you must report this immediately.

Thermometer

Blood pressure machine and cuffs of different sizes

Finger probes, known as pulse oximeters, for measuring oxygen levels

Colour printed NEWS chart or electronic devices with NEWS software

A timer or device that can time one minute

Make sure the resident is relaxed and has rested 
for 5 minutes before measuring their vital signs

Always gain consent to take a reading and 
explain what you are going to do to the resident

You must have been appropriately trained to 
take physical observations and the equipment 
that you used must be clean and calibrated

Once you have measured a resident’s vital signs 
you need to document it on the paper 
RESTORE2TM chart or your electronic record.
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The speed at which someone is breathing is a 
really useful indicator of whether they are 
unwell or not. As a vital sign, it is one of the 
observations that most accurately can predict 
a resident’s outcome and one of the easiest to 
measure. A normal breathing rate, or 
respiratory rate, is between 12 and 20 breaths 
per minute.

A slow breathing rate (less than 12 breaths per minute) may be due to:

Slow breathing can occur when a resident is awake or asleep. It is different from apnoea, 
which is a temporary halt in breathing that is most common when a person is sleeping. 
Slow breathing is also not the same as heavy or laboured breathing.

If someone is taking 25 or more breaths per minute, this is considered very signi�cant and is 
worrying. Some patients with long term lung conditions such as COPD, may have a higher 
rate of breathing than others. In these people, it is important to spot a change from their 
normal breathing rate.

Other causes of a high breathing rate include:

Ensure the person is comfortable in their chair or bed

Watch their chest rise and fall as they breathe in and
out

Measure how many breaths they take over a full 
minute to rule out irregular breathing patterns. You 
can use a stopwatch or an electronic device to count 
one minute while you are counting the breaths.

How to measure breathing (respiratory) rate

The key to getting an accurate measure of someone’s respiratory rate is to not let them 
know that you are counting their breaths. This is because once someone becomes aware of 
their breathing, they may start breathing faster or slower than
normal.

To measure someone’s respiratory rate:

Breathing (respiratory) rate

Taking a strong painkiller such as morphine which would suggest that they have
taken too much medication

Problems with the heart, including failure or infection.

Infection (sepsis, pneumonia)

Asthma

Exercise

Anxiety or pain

Compensation for some other underlying disease or condition.

1 minute
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12-20

0
9-11

1
21-24

2
8 or less or 25 

or more

3
Even if the resident’s overall NEWS isn’t high, if you are worried about someone’s breathing 
you need to speak to a senior colleague or your manager.

Breathing (respiratory) rate is scored in the following way:

A normal breathing rate is between 12 and 20 
breaths per minute

Always count a residents breathing rate over 
one whole minute

Try watching the resident from a distance and 
don’t encourage the resident to speak whilst 
counting

Even if the resident’s overall NEWS isn’t high, if 
you are worried about someone’s breathing you 
need to speak to a senior colleague or your 
manager.
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Oxygen saturations

O2
Oxygen saturation describes the level of oxygen in your 
blood. A normal oxygen saturation range is 96 to 98 
percent.

You can measure oxygen saturation with a pulse oximeter 
using a probe that is usually placed on the end of 
someone’s �nger. The display screen shows the oxygen 
level as a percentage.

A pulse oximeter works by sending out waves of red and infrared light. These pass through 
the skin and blood vessels, and onto a sensor on the other side of the probe, measuring 
how many red blood cells (the part of blood that carries oxygen around the body) have 
oxygen attached or not. The sensor uses this information to work out the percentage of 
oxygen in the blood.

In order for the probe to accurately measure oxygen levels, the resident must have a good 
pulse and good blood �ow to their �ngers.

Cold hands, dehydration or a dirty probe can make it dif�cult to get an accurate reading.

Nail varnish and false nails can also affect the reading. You may need to talk to a senior 
colleague for advice on whether the residents varnish or false nails need to be removed.

How to take a reading

Using pulse oximetry is straight forward.

96% or more

0
 Between 94 and 

95%

1 2
 Between 92 and 

93%

3

Oxygen scales

There are two scales for blood oxygen levels.

Scale 1: Scale 1 is used for all residents, including people with respiratory conditions such 
as Chronic Obstructive Pulmonary Disease unless you have been speci�cally instructed 
otherwise by a lung doctor or nurse.

Ensure the pulse oximeter is clean and working

Select an appropriate �nger for the probe and apply the probe

Ask the person to rest their hand

Allow the oximeter to take a reading. It usually �ashes a bit before the numbers
appear.

91% or less
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Scale 2: There are a group of people who live with a lower level of oxygen in their blood. 
These are people with certain lung conditions and a usual oxygen saturation range for 
them is 88-92%. If this is the case, it should be clearly written in their notes by their lung 
doctor or nurse and you should use Scale 2 to record their oxygen saturations. Otherwise, 
assume that they need oxygen levels of 96-98%.

Oxygen saturations are scored on scale 2 in the following way:

0
 Between 88 and 

92%

 93% or more
on air

 Between 86 and 
87%

1
 93 to 94% on

oxygen*

2
 Between 84 and 

85%

 95 to 96% on
oxygen*

3
 97% or more
on oxygen*

83% or less

* Giving these residents extra oxygen can be harmful as higher oxygen levels in their 
bloodstream can reduce their urge to breathe, causing respiratory arrest.

If you are using a paper RESTORE2TM chart, make sure to cross through the scale that is not 
being used to avoid mistakes.

You must also record whether the reading has been taken while the person is breathing 
normal room air or is on oxygen therapy. If so, record how much oxygen they are being 
given.

Air

0 2
Oxygen
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A normal oxygen saturation range is above 96 
percent

For people with certain lung conditions a normal
oxygen saturation is between 88 and 92 percent

Warm the resident’s hands before measuring 
their saturations if necessary

Do not use the probe on a residents �nger while 
taking their blood pressure on the same arm as 
the blood �ow with be cut off, giving a false or 
error reading

Always check you have the correct type of probe 
– some probes are designed for speci�c use e.g. 
on the ear. A wrongly placed probe may give an 
incorrect reading

You must not use Scale 2 to record oxygen 
saturations unless you have a written instruction 
from a lung doctor or nurse to do so

Just because your resident has a chronic 
respiratory condition like Chronic Obstructive 
Pulmonary Disease, this does not automatically 
mean that they need to be on Scale 2

Make sure you cross through the scale that is not 
being used to avoid mistakes.
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Blood Pressure, or BP, measures the force that your 
heart uses to pump blood around your body.

A BP measurement includes two numbers. For 
example, 120 over 80.

The top number, 120 in this example, is called the 
systolic blood pressure. This is the pressure generated 
when your heart pumps.

The bottom number, 80 in this example, is the diastolic blood pressure. This is the pressure 
when your heart is resting between beats.

NEWS only uses the top number. In NEWS, the normal range of systolic BP is 111 to 219. 
Although 219 seems very high, it is classed as normal until it goes above this level because 
many (particularly elderly residents) do have high blood pressure and may not be unwell.

High blood pressure

High blood pressure can be related to

Smoking

Alcohol

Being overweight or not getting enough exercise.

someone isn’t drinking enough or has become dehydrated due to vomiting or diarrhea

the resident has a serious infection that is starting to affect the way their heart is able to 
pump.

If untreated, high blood pressure can increase the risk of developing headaches, heart 
disease, stroke and kidney disease. Many people will be on medication to lower their blood 
pressure for this reason.

Having pain or being anxious can increase blood pressure.

Low blood pressure

Low blood pressure is less common than high blood pressure, but can be a sign that 
someone is becoming very ill.

Low blood pressure might be a sign that

Low blood pressure can be caused by certain medications, including being on too much 
medication for high blood pressure, or due to problems with how well your heart squeezes.
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How do you measure blood pressure?

Blood pressure can be measured using manual or electronic devices. 

To measure someone's blood pressure:

Check if the resident has a preference as to which arm to use

Select an appropriately sized cuff for their upper arm. This is a cuff that will wrap
around their arm completely. It should not be too tight or too loose. Keep a note of
which cuff size you use for which person

Line up the arrow on the cuff marker with the centre of their arm

Warn the resident that the cuff is going to become tight on their arm

Press the button to start �lling the cuff with air

Then wait for all the air to come out of the cuff

The BP will appear on the monitor.

Recording the BP

If you are working out the NEWS, you will only need the systolic BP which is the top 
number. You should still chart all of the numbers. Systolic blood pressure is scored in the 
following way:

Between 111 
and 219

0 1
Between 101 

and 110
Between 91 

and 100

2 3
90 or less or 220

or more

For NEWS, a normal upper (systolic) blood 
pressure is 111 and 219

Low or falling blood pressure is often a late sign 
that a resident is very unwell

Make sure the resident has loose �tting clothes 
to push their sleeve up comfortably

Never take a blood pressure over layers of 
clothing

Make sure the resident’s arm is supported and 
comfortable and the cuff is at the same level as 
their heart.
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Heart Rate

The heart rate, or pulse rate, is the number of times 
your heart beats in one minute.

A normal heart rate is between 50 and 90 beats per 
minute, but it can vary. It can speed up or slow down 
depending on the situation.

Someone’s heart rate can go faster if they are:

Regularity

A pulse can either be regular or irregular.

If the pulse is regular then each beat happens consistently and in rhythm.

An irregular heart beat feels different. It may feel like a skipped beat, or you may feel that 
the rate swaps from fast to slow.

Someone’s heart rate can be slow due to:

Developing an infection

Exercising

Are very anxious

Are dehydrated

Are in pain

Or if their heart isn’t pumping properly or regularly.

Medication

Very low temperature

Or problems with the electrical circuit in their heart.
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If the pulse is irregular, and you haven’t noticed this before, you need to inform your 
manager or a senior colleague.

Measuring heart rate

There are several different ways that you can measure someone’s heart rate and it is 
important that you follow your organisation’s guidelines.

Blood pressure machines and pulse oximeters usually measure the heart rate as well as the 
blood pressure or oxygen levels. In most cases, measuring the heart rate of a resident in this 
way will be appropriate.

Unfortunately, electronic devices are not very good at measuring the heart rate in people 
with an irregular heartbeat. If you know your resident has an irregular heartbeat, or you 
get a reading from an electronic device that seems unusual, the most reliable way to 
measure heart rate is to feel someone’s pulse in their wrist. To do this:

Recording the heart rate

If you have felt an irregular pulse you should also document this in the notes. Remember to 
tell your manager or a senior colleague if you have any concerns. Even if the rest of the 
resident’s vital signs are normal, you must raise concerns about changes in their heart rate.

Heart rate is scored in the following way:

Turn their hand over so it is palm side up

Place two �ngertips in the groove at their wrist, about one inch from the base of
their thumb

When you can feel the pulse, start counting the number of beats in one minute

Record the heart rate.

Between 51
and 90

0 1
Between 41 and
50 or 91 and 110

Between 111 
and 130

2 3
40 or less or 131

or more
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A normal heart rate is between 51 and 90 beats 
per minute, but it can vary

Anxiety or pain can increase your heart rate. A 
person who is asleep will have a lower heart 
rate. You should still enter these onto your 
RESTORE2TM chart in the same way

If you know your resident has an irregular heart 
beat the most reliable way to measure it is to 
feel someone’s pulse in their wrist over 60 
seconds.



32

Level of alertness

A 
C 
V 
P 
U

A resident’s level of alertness can change for many reasons. 
Sometimes this may be clear such as the person becoming very 
confused or unresponsive; other times there may be a less 
obvious change in behaviour, such as struggling to pay attention 
or remember things.

If someone suddenly becomes confused or less alert than normal 
this could be due to:

The ACVPU scale

Level of alertness is measured using the ACVPU scale. ACVPU stands for: Alert, newly
Confused, responsive only to Voice, responsive only to Pain, Unresponsive:

An infection

A stroke or mini stroke

Low blood sugar level

A head injury

Severe heart or lung problems causing low oxygen levels

Or even a reaction to a medication.

A
Alert

C
Confusion

V
Voice

P
Pain

U
Unresponsive

Alert. This is someone who is behaving and responding normally and opens their eyes 
without prompting. They move their arms and legs and communicate as they normally 
do

Confused. This is someone who is newly confused. Ask yourself, is this person more 
confused than before? Ask a relative or colleague if you are unsure. If someone is 
normally confused or has a diagnosis of dementia, you would only record C if the 
confusion has worsened

Voice. This describes someone who will only respond to your voice and is more sleepy 
than normal. Try clearly saying their name and asking them to open their eyes or 
squeeze your �ngers

Pain. This describes a person who will not open their eyes or respond to your voice, 
but will move or groan when you cause them pain. You can safely cause pain by 
pinching the muscle in their neck, or pressing on their nail. You must only do this if 
you are concerned about their level of alertness
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And, Unresponsive. This is describes someone who will not move, make any sounds 
or open their eyes.

Level of alertness is scored in the following way:

If someone is scoring C, V, P or U, this scores 3 in NEWS you need to ask for help.

Alert
Newly

Confused

3
Responsive to

Voice
Responsive to

Pain
Unresponsive

0 3 3 3

The confusion part of ACVPU relates to new or 
worsening confusion. It is possible for someone 
to be normally confused e.g. with dementia but 
still to be alert

Ask yourself – is this resident more confused 
than before?

If someone is scoring C, V, P or U you need to ask 
for help.
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Temperature

Our bodies are normally very good at keeping 
our internal or ‘core’ temperature within normal 
limits at around 37°C. Everyone has their own 
individual "normal" body temperature, which 
may be slightly higher or lower than this.

A low internal body temperature might be related to being in a cold 
environment but can also be caused by:

A low core temperature is highly predictive of poor outcome in residents with 
infection.

A high internal temperature above 38 degrees Celsius is described as a fever.

Fevers can be caused by:

Fever is the body’s normal response to challenges like infection.

Infections

Some medications

And, overexposure to sunlight or heat stroke.

Infections

And, certain conditions such as diabetes or thyroid disease.

Taking a temperature reading

To take a temperature reading you need to be familiar with the type of thermometer you 
have available.

The most common type of thermometer is the ear thermometer (tympanic) as they are 
quick and easy to use. However, they can under-record the resident’s temperature if not 
used properly.

To use an ear thermometer:

Make sure that the thermometer is clean.

Place a new, clean, disposable tip on the end of the probe.

Gently pull the pinna of the ear back and insert the probe into the ear canal. The ear 
canal points slightly downwards and to the face

The reading may not be accurate if the probe isn’t fully inserted into the ear. 

Squeeze and hold down the button for 1 second

Remove the thermometer and read the temperature
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Record the temperature reading on the paper NEWS chart or on an electronic device

Throw the disposable tip away.

Other types of thermometers include digital thermometers and strip type thermometers. 
Strip-type thermometers are not recommended as they measure the temperature of the 
skin and not the core body temperature.

Temperature is scored in the following way:

Between 36.1
and 38.0oC

0 1

Between 35.1 and
36.0oC or 38.1 and

39.0oC
39.1oC or more

2 3
35oC or less

Normal internal or ‘core’ temperature is at 
around 37°C

A low core temperature is highly predictive of 
poor outcome in residents with infection

Ear (tympanic) thermometers are reliable but 
can under-record the residents temperature if 
not used properly

If the reading is abnormal but the resident 
appears well, check your equipment and 
technique and re-measure the temperature.
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Authorising  
clinician

Signature & 
Date

A+B
Respirations
Breaths/min

A+B
SpO2 Scale 1
Oxygen saturation (%)

C
Blood pressure
mmHg
Score uses  
systolic BP only

C
Pulse
Beats/min

D
Consciousness
Score for NEW onset  
of confusion  
(no score if chronic)

E
Temperature
ºC

Air or Oxygen?

SpO2 Scale 2 †

Oxygen saturation (%)

Use Scale 2 if target 
range is 88-92%,  
e.g. in hypercapnic 
respiratory failure

†ONLY use Scale2 under 
the direction of a 
qualified clinician

Date
Time

≥25
21-24
18-20
15-17
12-14

9-11
≤8

≥97 on O 2

95-96 on O 2

93-94 on O 2

≥93 on air
88-92
86-87
84-85
≤83%

≥220
201-219
181-200
161-180
141-160
121-140
111-120
101-110

91-100
81-90
71-80
61-70
51-60
≤50

≥131
121-130
111-120
101-110

91-100
81-90
71-80
61-70
51-60
41-50
31-40
≤30

≥96
94-95
92-93
≤91

Alert
Confusion

V
P
U

≥39.1
38.1-39.0º
37.1-38.0º
36.1-37.0º
35.1-36.0º

≤35.0º

A = Air
O2 L/min

NEWS TOTAL

Next observation due (Mins/Hrs)
Escalation of care Y/N

Initials

O2

≥97 on O 2

95-96 on O 2

93-94 on O 2

≥93 on air
88-92
86-87
84-85
≤83%

≥39.1
38.1-39.0º
37.1-38.0º
36.1-37.0º
35.1-36.0º

≤35.0º

NEWS TOTAL

3
2

1
3

1
2
3

2
1

1
3

3

2

3
2
1

1
2
3

3

1
2

3

3

2

1

1

3

Photocopy this page if admitting/transferring resident or upload to ambulance EPR

Take  
observation  

+
calculate  

NEWS

ACVPU 
KEY

A
Alert

awake &
responding,

eyes open

V
Verbal

moves eyes /
limbs or  

makes sounds  
to voice

C
Confusion

New onset of 
confusion  

(Do not score  
if chronic)

P
Pain

responds  
only to
painful  
stimuli

U
Unresponsive

unconscious

Page 3 of 6 - All pages must be present when printing

Full Name: NHS No.Full Name: NHS No.

Recording observations

Each vital sign should be recorded within the paper RESTORE2TM chart or entered onto an 
electronic observation system.

If you are using a paper chart then it needs to be printed in colour to help you to add up 
the correct NEWS. When using a paper chart, you must write the vital sign in the correct 
place. This is because the colour shows you how many points to score.

Carefully add up the scores for each vital sign. If the individual is on oxygen, they score an 
additional 2 points. Take care when manually adding up the NEWS. Always re-check your 
work. If possible, check it using a downloadable NEWS app.

3/5

A

A

0

12hrs 12hrs 6hrs 30m Cont
no no yes yes yes
MG MG MG SE SE

0 1 3 7

A A A A

V

V

A A A
10

21:00 9:10 20:30 1:10 1:40
4/5 4/5 5/5 5/5

V

V

V

V

V

V

V

V
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A+B
Respirations
Breaths/min

A+B
SpO2 Scale 1
Oxygen saturation (%)

C
Blood pressure
mmHg
Score uses  
systolic BP only

C
Pulse
Beats/min

D
Consciousness
Score for NEW onset  
of confusion  
(no score if chronic)

E
Temperature
ºC

Air or Oxygen?

SpO2 Scale 2 †

Oxygen saturation (%)

Use Scale 2 if target 
range is 88-92%,  
e.g. in hypercapnic 
respiratory failure

†ONLY use Scale2 under 
the direction of a 
qualified clinician

Date
Time

≥25
21-24
18-20
15-17
12-14
9-11
≤8

≥97 on O 2

95-96 on O 2

93-94 on O 2

≥93 on air
88-92
86-87
84-85
≤83%

≥220
201-219
181-200
161-180
141-160
121-140
111-120
101-110
91-100
81-90
71-80
61-70
51-60
≤50

≥131
121-130
111-120
101-110
91-100
81-90
71-80
61-70
51-60
41-50
31-40
≤30

≥96
94-95
92-93
≤91

Alert
Confusion
V
P
U

≥39.1
38.1-39.0º
37.1-38.0º
36.1-37.0º
35.1-36.0º
≤35.0º

A = Air
O2 L/min

NEWS TOTAL

Next observation due (Mins/Hrs)
Escalation of care Y/N
Initials

You must have all six vital signs to calculate a 
NEWS

Make sure that you carefully add the numbers 
up to
reach the correct score

If you are writing the observation measurement 
on the NEWS chart in addition to marking a 
point on the chart, make sure both are in the 
same colour- coded section to avoid confusion 
when adding scores up

Make sure you look at the trend (the way each 
observation is going up or down) as well as the 
absolute number and NEWS

NEWS supports you to raise a concern but never 
ignore your gut feeling, even if the NEWS is 
normal. If you feel a person is unwell, always tell 
your manager or a senior colleague.
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Escalation

Depending on your local arrangements, different scores will require you to take different 
actions to raise your concerns.

You must:

Remember – NEWS is a communication tool that can support decision making.

If you are a doctor or nurse, you must still use your clinical judgement to decide what care 
the resident needs and where this would be best delivered.

If you are a carer, NEWS helps you to understand how urgently you should be communi-
cating your concerns with a registered healthcare professional.

RESTORE2TM provides you with detailed suggested actions to take based on the residents 
NEWS and examples of reasonable responses from healthcare professionals so you know 
what kind of outcome you should be expecting.

As well as escalating your concerns you must continue to monitor your resident in case 
they become more unwell and you need more urgent support (or they improve with 
treatment).

As a general rule, many people use the 3-5-7 approach with NEWS in the community.

know what is normal for a particular resident

be able to communicate to an appropriate person when someone’s NEWS is higher
than usual.

A resident with a score of 3 can probably be managed in the community by local health 
services

A resident with a score of 5 is concerning and requires urgent review

A resident with a score of 7 or above is likely to be very unwell and will probably
require hospital care.
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When you escalate, make sure you consider 
what the resident’s normal NEWS is and how this 
is different to their current score

A resident with a score of 3 can probably be 
managed in the community by local health 
services

A resident with a score of 5 is concerning and 
requires urgent review

A resident with a score of 7 or above is likely to 
be very unwell and will probably require 
hospital care

If you are a doctor or nurse, you must still use 
your clinical judgement to decide what care the 
resident needs and where this would be best 
delivered.

Based on your resident’s NEWS you should carry out repeat observations at the following 
suggested frequency unless there is a clear indication not to e.g. the resident is receiving 
care whilst dying:

0
1

2

3-4   

5-6

7+

Single 
Observation 

3

at least 12 hourly until no concerns

at least 6 hourly

at least 2 hourly

at least every 30 minutes

every 15 minutes

continuous observation and monitoring until transfer

12hrs

6hrs

2hrs

30mins

15mins

continuous



40

Getting your message across

Being able to communicate effectively is a critical skill for everyone working with residents. 
There is little point in recognising deterioration in a resident if you are unable to communi-
cate your concerns in a way that makes others take action to support you to manage your 
resident.

It can be dif�cult to communicate when you are under pressure or tired. It can be challeng-
ing communicating with so many different groups of people, including GPs, the ambulance 
service and community teams.

It is good practice to always try and plan your communication so you know what essential 
information you need to include. To assist you in getting your message across every time, 
RESTORE2TM uses a Structured Communication Tool call SBARD. This is easy to use and helps 
information to be transferred accurately and safely between people.

SBARD stands for:

Evidence shows that using SBARD helps with communication, con�dence and patient safety.

S
Situation

B
Background

A
Assessment

R
Recommendation

D
Decision

Evidence shows that using SBARD helps with 
communication, con�dence and patient safety

Practice using SBARD every time you are handing over 
information to a colleague or healthcare professional 
and soon it will become more familiar to you

Have the SBARD template available next to the phone 
so that you can use it as a prompt when you need to

Once you have escalated your concerns, you must still 
continue to attend to the immediate safety and comfort 
of your resident

Carry out and document any of the actions you have 
been asked to take

Remember to continue measuring the resident’s vital
signs to evidence any improvement or deterioration.
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S
Situation

B
Background

A
Assessment

R
Recommendation

D
Decision

Start by explaining the current situation.
Introduce yourself and state your role. Explain where you are calling 
from, who you are and whether you are a carer or registered nurse
and what your direct phone number is in case you get cut off. Provide key 
information about the resident including:
        their full name, date of birth and NHS number.
Explain what it is that you are concerned about and use the National 
Early Warning Score to tell them what the resident’s current NEWS is and 
what would be normal for them.

Brie�y state the resident’s relevant medical history and what has got you 
to the point of calling for help. This should include medical conditions, 
any treatments or medicines that they are on and whether
they have an End of Life care plan or any limitations to treatment. You 
could include:
        the last GP review if relevant
        any new medicines like antibiotics
        test results that are awaited
        the resident’s last set of vital signs.

This is where you can summarise what action you have taken so far and 
suggest what you think might be happening. If you aren’t sure what is 
going on, don’t let this put you off raising your concerns! You could 
include:
        signs or symptoms e.g. diarrhoea, skin rash, pain or fatigue
        any pain relief or other medications you have given
        actions like re-positioning the resident
        other observations like urine output or blood sugar (glucose)

Think about what you would like to happen next. This may include 
whether you would want your resident to be seen by a healthcare profes-
sional and how quickly. You can also ask what actions you could carry out, 
either to manage the resident or whilst you wait for help to arrive. You 
could use phrases like:
         ‘please could you...’ or ‘I need to you to...’ and
        ‘what do I need to do next?’ or ‘Is there anything I need to
        do in the meantime?’

Finally, summarise your agreed management plan so that you are both 
clear on what each of you will do to care for the unwell
resident. Importantly, remember to document this conversation in the 
care plan. You could use phrases like:
        ‘we have agreed that you will...’ and ‘I will do...’ and
        ‘if there is no improvement within XX, I will take XX action’
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AMBULANCE

Calling the Ambulance Service

Always know your direct line telephone number 
so that a call handler or health professional can 
call you back quickly and easily without having 
to go through a switchboard, reception or other 
�oor of your home

If possible, use a portable device to make your 
call– that way if the ambulance service need to 
speak or see the resident they don’t have to 
hang up and call back on a different line

You may not be able to follow the SBARD 
structured communication tool when speaking 
to the ambulance call handlers as they use NHS 
pathways which takes them through speci�c 
questions in a certain order. However, by having 
planned your conversation you should have all 
of the necessary information to hand

Some ambulance services use a different 
structured communication tool called ATMIST. 
You should use the communication tool you 
have been trained on and feel most comfortable 
with

If your resident needs to be admitted, make sure 
your RESTORE2TM chart is copied for the crew or 
ask them to photograph it and upload it to their 
Electronic Patient Record. RESTORE2TM is your 
legal document. Don’t send the original into 
hospital. If you are using a digital version of 
RESTORE2TM, print the observations out for the 
crew to give to the hospital.

CALLING AN
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Scenarios

Soft Signs (see page 12/13 for more information)

Molly is a fun and outgoing 78 year old. She mobilises with a zimmer frame and loves to 
socialise with other residents and staff in the lounge. When she’s not talking she is an avid 
reader of romantic novels, you can often �nd her with her head in a book in the 
conservatory. Molly often jokes that she is too busy to sleep; she goes to bed late and tends 
to get up early, often having a cup of tea with the night staff before they go off duty.

David is 67. He lives in your nursing home, primarily because of his poorly controlled 
diabetes. He is a double leg amputee and sometimes uses a wheelchair. Often he stays in his 
room. When his blood sugars are high he gets headaches, becomes increasingly tired and 
feels very thirsty. He also gets very grumpy.

What might David’s soft signs be if he was becoming unwell?

physical presentation 
-
-
mental state 
-
-
behaviour and ability 
-
-

What might Molly’s soft signs be if she was becoming unwell?

physical presentation 
-
-
mental state 
-
-
behaviour and ability 
-
-
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NEWS calculations

You may not always have an electronic observation system or app to help you add up the 
NEWS. Making sure that you calculate the correct NEWS is critical in ensuring that your 
resident gets the support they need. Practise adding up the correct score.

White is 0 points

0
Yellow is 1 point

1
Orange is 2 points

2
Pink is 3 points

3
1&2

Breathing (Respiration) rate 27 3 18

Sp02 SCALE 1 97% 0 98%

Air or Oxygen AIR 0 AIR

Systolic Blood Pressure 112 0 161

Heart rate 132 3 85

Level of Alertness ALERT 0 ALERT

Temperature 37.9 0 37.1

Total 6

Next 
observations

due

15

mins

11 20

95% 92%

OXYGEN AIR

145 124

81 91

VERBAL ALERT

36.2 36.6

ScoreObservation

3&4

Total

Next 
observations

due

Total

Next 
observations

due

Total

Next 
observations

due

ScoreObservation

ScoreObservationScoreObservation

Breathing (Respiration) rate

Sp02 SCALE 2

Air or Oxygen

Systolic Blood Pressure

Heart rate

Level of Alertness

Temperature
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Structured Communication (SBARD)

Simon is an 81 year old resident (NHS number 239 293 0128) who has been in your home 
(Sunny Hollow Residential Home, 01276 623 9833) for two years – you know him very well. 
Simon is always very cheerful and engaging but he has dementia – he has trouble 
remembering where he is and has to be supported to take his medication. However, he 
always recognises his daughter when she visits and loves talking about old memories with 
her. Simon is physically well, and only takes some tablets to lower his blood pressure. He is 
prone to chest infections and has just in case antibiotics in the home. When you see Simon 
today, he looks more withdrawn. His daughter tells you that he struggled to recognise her 
and thought that she was his mother. He sounds chesty so you sit him up.

You do a set of physical observations on Simon.

His NEWS is 5. His normal NEWS is 0 or 1. Simon has a treatment escalation plan that states 
he is not for resuscitation but is for full medical treatment of any reversible illness. This 
includes being admitted to hospital for treatment. Complete the Situation, Background, 
Assessment and Recommendation sections of the SBARD.

Breathing

Oxygen saturations

Air/Oxygen

Systolic Blood Pressure

Heart rate

Level of alertness

Temperature

24

96%

Air

181

89

Confused

37.8oC

22 16

96% 98%

AIR AIR

121 89

95 112

ALERT CONFUSED

37.3 35.9

5&6 ScoreObservation

Total

Next 
observations

due

Total

Next 
observations

due

ScoreObservation

Breathing (Respiration) rate

Sp02 SCALE 1

Air or Oxygen

Systolic Blood Pressure

Heart rate

Level of Alertness

Temperature
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Notes Date, Time, Who

S

Situation  
(briefly describe the current situation and give a clear, 
concise overview of relevant issues)
(Provide address, direct line contact number)
I am… from… (say if you are a registered professional)
I am calling about resident… (Name, DOB)
The residents TOTAL NEWS SCORE is... 
Their normal NEWS/condition is…
I am calling because I am concerned that… (e.g. BP is low, 
pulse is XX, temp is XX, patient is more confused or drowsy)

B

Background  
(briefly state the relevant history and what got you to 
this point)
Resident XX has the following medical conditions…
The resident does/does not have a care plan or DNACPR 
form / agreed care plan with a limit on treatment/hospital 
admission
They have had… (GP review/investigation/medication e.g. 
antibiotics recently)
Resident XX’s condition has changed in the last XX hours
The last set of observations was…         
Their normal condition is…
The resident is on the following medications…

A

Assessment  
(summarise the facts and give your best assessment on 
what is happening)
I think the problem is XX

And I have… (e.g. given pain relief, medication, sat the 
patient up etc.) OR
I am not sure what the problem is but the resident is 
deteriorating OR
I don’t know what’s wrong but I am really worried

R

--

D

Recommendation  
(what actions are you asking for? What do you want to 
happen next?)
I need you to…

Come and see the resident in the next XX hours AND
Is there anything I need to do in the meantime? (e.g. repeat 
observations, give analgesia, escalate to emergency services)

Decision  
(what have you agreed)
We have agreed you will visit/call in the next XX hours, and 
in the meantime I will do XX

If there is no improvement within XX, I will take XX action.

Actions I have been asked to take  
(initial & time when actions completed)

Initials

Name:

NHS No.


