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THESE INSTRUCTIONS EXPLAIN WHEN TO MAKE A CLINICAL REVIEW OR RAPID RESPONSE CALL,
YOUR LOCAL ESCALATION PROTOCOL WILL EXPLAIN HOW TO MAKE A CALL

Blue Zone Actions

IF A CHILD HAS ANY ONE (1) BLUE ZONE CRITERION PRESENT YOU MUST INCREASE THE FREQUENCY OF OBSERVATIONS
AS CLINICALLY APPROPRIATE, AND

1. You MUST initiate appropriate clinical care

2. Manage anxiety, pain and review oxygenation in consultation with the nurse in charge

3. You may call for a Clinical Review or Rapid Response at any time if worried about a patient or are unsure whether to call

You should also consider

1. Whether abnormal observations reflect deterioration in your patient

2. What is usual for your patient or if there are altered calling criteria (see front of chart)

3. Whether there is an adverse trend in observations

« Altered mental state: Agitation, Combative or
Inconsolable

» New onset of fever > 38.5°C

* New, increasing or uncontrolled pain

» Concern by any staff or family member

Additional Yellow Zone Criteria

* Increasing oxygen requirement

 Poor peripheral circulation

* Greater than expected fluid loss

» Reduced urine output or anuria (<1 ml/kg/hr)
* BGL 2-3mmol/L

IF A CHILD HAS ANY ONE (1) OR MORE CLINICAL REVIEW CRITERIA PRESENT, YOU MUST CONSULT PROMPTLY WITH
THE NURSE IN CHARGE AND ASSESS WHETHER A CLINICAL REVIEW IS NEEDED (REFER TO YOUR LOCAL
PROTOCOL) AND

1. You MUST Initiate appropriate clinical care

2. Repeat and record observations as indicated by the patient’s condition, but at least within 30 minutes

3. If you called for a Clinical Review and it has not been attended within 30 minutes, you MUST ACTIVATE YOUR LOCAL RAPID
RESPONSE

4. If the patient’s observations enter the RED Zone while you are waiting for a Clinical Review, you MUST ACTIVATE YOUR
LOCAL RAPID RESPONSE (See below)

5. You may call for a Clinical Review or Rapid Response at any time if you are worried about a patient or are unsure whether to call.

You should also consider

1. Whether abnormal observations reflect deterioration in your patient

2. What is usual for your patient or if there are altered calling criteria (see front of chart)

3. Whether there is an adverse trend in observations

* BGL < 2mmol/L or symptomatic

Additional Red Zone Criteria

« New onset of stridor » New or prolonged seizure activity

. * 3 or more simultaneous ‘Yellow Zone’ observations
* Respiratory arrest

« Cardiac arrest or circulatory collapse

« Significant bleeding

» Sudden decrease in level of consciousness
of 22 points on GCS

* Deterioration not reversed within 1 hour of Clinical Review
« Patient deteriorates further before, during or after Clinical Review
» Serious concern by any staff or family member

IF A CHILD HAS ANY ONE (1) RED ZONE CRITERION PRESENT, CALL FOR A RAPID RESPONSE
(REFER TO YOUR LOCAL ESCALATION PROTOCOL)
AND

1. You MUST initiate appropriate clinical care

2. Inform the Nurse in Charge

3. Repeat observations as indicated by patient’s condition

CHECK THE CLINICAL RECORD FOR ADVANCE CARE DIRECTIVES OR ALTERATIONS TO CALLING
CRITERIA WHICH MAY AFFECT WHETHER A CLINICAL REVIEW OR RAPID RESPONSE CALL IS INDICATED

DOCUMENTATION

1.  Write interventions on the front of the chart under ‘interventions’
2.  Write treatment, escalation process, and outcome in the clinical record
3. Write date, signature and designation with each entry
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