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NB: When scanning or photocopying the Pennine NEWS Chart, please cut along the ‘FOLD LINE’ 

and scan/photocop as two A4  

  

FOLD LINE 

Adult Sepsis Community Screening and Action Tool 
         To be applied to all non-pregnant women and people aged 16 and over with fever (or recent fever symptoms) 

 Patient Name:                            NHS No.:                      DOB:   
 
Date:               Time:  
 
Clinician Name (print):                                                     Clinician Signature:                                 Designation:  
           
 
Clinician Signature:       1. Are you worried your patient is unwell? 
E.g. 

 

High temperature >38 or low temperature  <36 
 
Sudden deterioration 
 
Unusually drowsy, confused or delirious 
 

2. Could this be an infection? 
 
Yes, but source unclear at present 

Pneumonia                                                  

Urinary Tract Infection      

Abdominal Pain or Distension                    

Cellulitis/septic arthritis /infected wound 

Device related infection                               

Meningitis               

Gastrointestinal  e.g Diarrhoea  

Other, specify ………………………… 

Perform a full set of clinical observations 

3. is any ONE red flag present? 
       
New deterioration in GCS/AVPU or acute 
confusion 
Systolic B.P ≤ 90mmHg (or drop >40 from normal) 

Heart rate ≥130 per minute 

Respiratory rate ≥25 per minute 

Needs oxygen to keep SpO
2 
≥92% (88% in COPD) 

Non-blanching rash, mottled/ashen/cyanotic 

Not passed urine in 18 hours 

Known neutropenia or at risk for neutropenia          

(E.g. recent chemo within the last 6 weeks)                                                                  

Red Flag Sepsis – this is time critical. Immediate action is required 
1.Escalate & if appropriate dial 999, arrange blue light transfer                4.Consider IV Fluid and/or taking bloods                                 

2. Ensure the paramedics are pre-alerted “red flag sepsis”                   5. Insert cannula if able  

3.Give oxygen if available to keep saturation >94% (88-92% in COPD) 6. Inform next of kin 

Low risk of Sepsis. Consider other diagnoses. 
Consider removing catheter/drain/central 
line/cannula 
Use clinical judgement 

Give safety advice to carers/family: call 999 if the 
patient deteriorates rapidly or call 111/GP if 
condition does not improve or worsens. 
Signpost to other resources as appropriate 

4. Is any ONE Amber Flag present? 

 
Relatives worried about altered mental state 

Acute deterioration in functional ability 

Rigors 

Immunosuppressed (without chemotherapy) 

Trauma, surgery or procedure in last 6 weeks 

Clinical signs of wound, device or skin infection 

Respiratory rate 21-24 OR breathing hard 

Heart rate 91-130 OR new arrhythmia 

Systolic B.P 91-100 mmHg 

Not passed urine in last 12-18 hours 

Temperature <36˚C 

Clinical signs of a wound/device/skin infection 

At risk of sepsis? 

 Is urgent referral to hospital needed? –
follow red flag sepsis 

 Escalate to senior clinician 

 Agree and document ongoing 
management plan – include frequency of 
observations, planned review date/time 

Y 

N 

Forename: Surname: 

District nurse team: Admission to caseload: 

DOB: GP: 

NHS Number: 

          
 

 

If your patient triggers a score on any of their observations or if 

you have cause for concern, please refer to the Adult Sepsis 

Community Screening and Action Tool 

If your patient suddenly deteriorates dial 999  
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NAME: DATE OF BIRTH: 

NHS NUMBER: DATE OF ADMISSION TO CASELOAD: 

NEWS Key 
 

DATE                   
 

       

TIME                    
 

       

 
Respiration Rate 

Breaths/min 
Enter numbers 

≥25                3 

21-24                           2 

12-20                            

 9-11                           1 

≤ 8                           3 

Sp02 Scale 1 
Oxygen saturations (%) 

Enter numbers 

 
 

≥96                            

94-95                           1 

92-93                           2 

≤91           
 

    3 

 
Sp02 Scale 2 

Oxygen saturations (%) 
Enter numbers 

Use scale 2  if target range is 
88-92%. And only under the direction of a 

qualified clinician e.g in hypercapnic 
respiratory failure 

≥97 on O2                3 

≥95-96 on O2                           2 

93-94 on O2                1 

≥93 on O2                 

88-92                            

86-87                           1 

84-85                           2 

≤83                           3 

 
Air or Oxygen? 

 A = Air                            

 O2L/min                           2 

Device                 

Temperature  
Enter numbers 

≥39.1                           2 

38.1-39.0                           1 

37.1-38.0                            

36.1-37.0                            

35.1-36.0                           1 

≤35 .0                           3 

 
 

Blood Pressure 

Enter numbers 
 

Use Systolic BP 

(enter diastolic BP on chart also but do not 
count in NEWS score) 

 

≥220                           3 

201-219                            

181-200                            

161-180                            

141-160                            

121-140                            

111-120                            

101-110                           1 

91-100                           2 

51-90                3 

≤50                3 

Heart Rate 
Beats/min 

Enter numbers 

≥131                3 

121-130                           2 

111-120                          2 

101-110                           1 

91-100                           1 

51-90                            

41-50                           1 

≤40                            3 

 
Level of Consciousness 

Score for NEW onset of confusion 
(No score for chronic) 

Alert                            

NEW Confusion           
 

    3 

V/P/U                3 

TOTAL NEWS SCORE                            

 MONITORING FREQUENCY (hourly)                            

ESCALATION OF CARE? (Y/N/NA)                            

INITIALS                            

Physiological 
parameters 

 
3 

 
2 

 
1 

Score 
0 

 
1 

 
2 

 
3 

Respiration  
Rate 

< 8  9-11 12-20  21-24 >25 

SpO2 Scale 
1 (%) 

<91 92-93 94-95 >96    

SpO2 Scale  
2 (%) 

<83 84-85 86-87 88-92 
>93 on 

air 

93-94 
on 

oxygen 

95-96 
on 

oxygen 

>97 
On 

oxygen 

Air or 
Oxygen 

 Oxygen  Air    

Systolic blood 
pressure 

<90 91-100 101-
110 

111-
219 

  >220 

Pulse 
(per minute) 

<40  41-50 51-90 91-110 111-
130 

>131 

Consciousness    Alert   CVPU 

Temperature  
(°𝐶) 

<35.0  35.1-
36.0 

36.1-
38.0 

38.1-
39.0 

>39.1  

A The patient is  Awake 

C A patient may be alert but (new) Confused or disorientated 

V The patient responds to Verbal stimulation 

P The patient responds to Painful stimulation 

U The patient is completely Unresponsive 

The mode and rate of oxygen delivery MUST be recorded 

A (breathing air) RM (reservoir mask) 

N (nasal Cannula) TM (tracheostomy mask) 

SM (simple mask) CP (CPAP  mask) 

V (Venturi mask and %) e.g. 
V24, V28, V35, V40, V80 

H (humidified oxygen and %)  
e.g. H28, H35, H40, H60 

NIV (patient on NIV system) OTH (other, specify…) 

0 1 2 3 

 

   
NEWS 
SCORE 

CONDITION ESCALATION 

0 Stable -Continue routine NEWS2 
monitoring with every set 
of observations 

1-4 Potential for deterioration - Inform trained nurse 
- Decide if review by 
GP/ANP/Community 
matron required 

5 OR MORE – URGENT 
RESPONSE THRESHOLD 

Deteriorating -Arrange transfer to acute 
hospital if appropriate and 
patient consents 

7 OR MORE – EMERGENCY 
RESPONSE THRESHOLD 

Acute/Critically ill - Immediately repeat 
observations and NEWS2 
score 
- Arrange urgent transfer to 
acute hospital if 
appropriate and patient 
consents 

 

If a patient scores 3 in any single observation parameter or you are concerned 

about a patient whose score is less than 5, escalate accordingly and seek medical 

advice. 

The onset of acutely altered mental state ie ‘new confusion’ scores 3 indicating a code red requiring 

urgent assessment 


