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Presentation overview/objectives

• To provide background into why PACE was 
required

• To demystify the governance process for Area-
wide project approval

• To discuss the elements of project 
management which have facilitated clinical 
buy-in and local empowerment



Background

• The NSW Health Reportable Incident Review 
Committee identified failure to: 
• complete observations

• recognise signs of deterioration

• escalate concerns to medical staff

• effectively manage patients with signs of deterioration as a 
system wide issue for NSW hospitals.

• A SESIH review in 2007 identified similar concerns 
within SESIH facilities. 



Issues

A review of SESIH data by SESIH Clinical Governance Unit identified that 
recognition and management of the deteriorating ward patient could be 
improved.

Inter-related issues identified included:

• Often respiratory rates were not recorded by nursing staff and/or
• Nurses recorded observations but did not recognise signs and symptoms 

of deterioration
• Medical escalation was inconsistent
• Medical management was inconsistent
• Overall primary care team accountability was being eroded by moving 

patients directly to the ICU without an opportunity for learning  



Denis King’s Key Recommendations

• Clinical Council approved implementation of a protocol for the management of the 
deteriorating ward patient – based on the Westmead PACE model

• Area CERS Committee be expanded to include representatives of relevant clinical 
groups and be responsible for the implementation and monitoring of the program 
at an Area level

• That there is a Program Coordinator for each Network

• That appropriate training is offered to all new clinical staff members

• That a set of parameters be determined for audit and outcome purposes

• That the Area CERS Committee establish working parties to consider the specific 
requirements of the elderly, oncology, maternity, paediatrics and those requiring 
enhanced neurological monitoring



Garling Recommendations & PACE

SESIH KPIs

• Earlier detection and timely 
intervention of deteriorating patients 
(SCI-1, SCI-2, SCI-3)

• Reduction in numbers of unplanned ICU 
admissions (SCI-3; SCI-4)

• Improved inter-disciplinary 
communication systems (SCI-1; SCI-4)

• Improved documentation including the 
existence of comprehensive medical 
management plans/observation 
charting standards (SCI-2; SCI-5)

SCI Recommendations

• SCI 1: Roles and accountabilities 

• SCI 2: Supervision of junior clinical staff

• SCI 3: Coordination of care focusing on 
clinical pathways

• SCI 4: Communication between health 
professionals focusing on the 
transitional points of patient care

• SCI 5: Workforce issues with a particular 
focus on succession planning 



Resources committed

2008 SESIH Clinical Council agreed to 

progress the implementation of an Area 

protocol for the management of the 

deteriorating ward patient 

This was agreed to as a priority and 

resources were committed

$2.5M for 2 ½ years



Aims of PACE project: To optimise recognition and 
clinical management of the deteriorating ward patient

• Implement a standardise trigger and response mechanism 

Trigger = mandatory emergency calling criteria based on early signs of 
deterioration

Response = medical response within 30 minutes of PACE tier 1 

• Assist nursing, medical and allied health staff  to develop / enhance clinical 
skills in recognition, assessment and management

Improve Clinical Skills via teaching a systematic approach to the assessment 
and management of the deteriorating patient



SESIH PACE Model

• Model chosen – 2 tier clinical emergency response system activated when 
a single clinical parameter is breached (based on the Westmead PACE 
model)

• First tier response - middle ranking member of the primary care team 
(Registrar)*

• Second tier response – Emergency Response Team

* Acknowledged that this may not be possible in smaller hospitals where 
medical resources are not always available.



Adult PACE Calling Criteria

If acute changes in any ONE of the following, activate a PACE Tier 

1 call with patient’s medical team, Ward, Bed number

Airway Threatened 

Breathing Respiratory rate < 8 or > 30

O2 Saturation Ò 90% and/or increasing oxygen 
requirements

Circulation Heart rate < 45 or > 130

Systolic BP < 90mmHg or > 200mmHg

Neurological Seizures OR

Sudden decrease in level of 

consciousness OR

Altered mentation (new)

Urine Output < 200mls/8hrs

BGL < 3

Any rapid change in observations

Any other condition you are concerned 
about

Turn over for PACE Tier 2 Criteria

Activate a PACE Tier 2 if any of the following occur:
Patient deteriorates further, before or during review

You are seriously concerned and require immediate help

Patient not reviewed within 30 mins of PACE Tier 1 call

Primary Care Team responds but unable to stabilise within 1 hour or they 
advise escalation/assistance required

Call
Code Blue/Cardiac Arrest Team if:
Patient’s condition is IMMEDIATELY 

life-threatening



What is PACE –2 tier mandatory calling system

PACE is a clinical and communication framework for the assessment of inpatients who are 
showing signs of clinical deterioration

Å PACE level Å Responsibility to Activate

PACE

Å Responders/ Response

Å Tier 1

• – earlydeteriorationnotedin

thepatient’scondition

Å Wardnurse/ alliedhealth Å Primary Medical Team

attend patient within 30

minutes

Å (Registrar or appropriately

nominatedMedicalOfficer)

Å Tier 2

Å - if primarymedicalteamdo

notattendwithin 30minutes

• – furtherdeterioratingwhilst

awaitingreview

Å - furtherdeteriorationduring

or afterreview

Å Wardnurse/ alliedhealth

Å Wardnurse/alliedhealth

Å Ward nurse or Tier 1

responders

Å Code Blue Team attend 

immediately

Or 

Å Senior Multi-disciplinary 

Clinical Team (medical, 

anaesthetics, nursing, 

manager depending upon 

facility)



Success of PACE is Underpinned by Education

“ … that the most important parts of a METS system are not the MET at all, 
but rather the audit, educational programs and DNR designations 
associated with it.’

Cooper DJ, Buist M, Vitalness of vital signs, and medical emergency teams. MJA 2008; 188: 630-631.



Education will Underpin PACE

Two levels of training;

• Tier 1 PACE call: Ward-based staff need input on the PACE system as well 
as rudimentary biophysical assessment skills escalation

• Tier 2 PACE call: Senior practitioners responding require advanced skill 
escalation and higher level problem-solving and clinical decision-making 
skills

• Courses Currently Available include: 
• DETECT(CEC)
• RAMPAC (developed by SESIH)
• ALERT
• BASIX
• ACT course



Area CERS Committee & Critical Care 
Clinical Stream Progress

• Development of PACE policy – Implemented Jan 2009

• Submission to Clinical Council to fund personnel and resources necessary for 
PACE implementation. Funding secured long-term.

• PACE Project Management Plan developed

• Appointment of PACE Project Manager

• PACE Project Officers



Purpose of the Project Plan

The purpose of the Project Management Plan is to define the project deliverables, 
time lines, rollout sequence, risk registry and mitigation strategy.

The plan focuses on the roll out sequence for this and next financial year – the 
sequence to some extent was dictated by the funding allocation schedule.



Two Pronged Project Approach

Concurrently we implement an operational framework related to 
the clinical assessment with emphasis on

• The case mix of the environment 
• Local facility resources 
• Using local experts to fit the PACE framework into normal 

operational business 

Implement an education program related to the deteriorating 
patient with emphasis on

• Teaching a systematic approach to the sick patient 
• Teaching about multidisciplinary teamwork and 

communication   



Align Timeframes



Timeline and rollout sequence

Wave 1

Financial Year 2008-9

Wave 2

Financial Year 2009-10

Wave 3

Financial Year 2010-11

NHN POW & RHW

St Vincent’s Hospital

Sydney Children’s 

Hospital

Sydney / Sydney Eye

Any other location 

where the PACE 

system would be 

required

CHN Sutherland Hospital St George Hospital Any other location 

where the PACE 

system would be 

required 

SHN Rural Health Directorate 

– Shoalhaven, David 

Berry, Milton

Wollongong

Shellharbour; Bulli / 

Kiama

Any other location 

where the PACE 

system would be 

required



Governance Considerations

• Area wide approach for 
standardisation – Area 
Steering Group formed with 
terms of reference and Project 
Manager employed to 
operationalise 

• Local approach for site specific 
implementation.  Local 
committees formed (usually 
part of CERS structure) to 
report to Area Steering Group

• Executive Sponsorship 
(Director of Clinical 
Operations) critical to success 
and resource allocation

• Clinical Sponsorship (Clinical 
Stream Director, Clinical 
Stream Nurse Manager) 
critical to overseeing the 
project plan deliverables

• SESIH CERS Committee for 
content knowledge and 
related expertise



Key Stakeholders & Engagements

• Clinical Excellence 
Commission and 
‘Between the flags’ 
initiatives

• SESIH Clinical Governance 
unit and quality clinical 
practice improvement 
involvement

• Database development 
with the Information 
Services Dept team

• Clinical Representation

• Managerial 
Representation

• SESIH Clinical Council for  
ratification and strategic 
decision-making



Engagement & Communication

• Whole of SESIH approach

• Whole of facility approach (hospital inpatient wide issue)

• Clinical Streams engaged, General Managers engaged, Clinical Governance 
engaged, local facility Resuscitation committees and DCS engaged

• Communication with identified champions (medical and nursing), CEC, 
Database developers 



PACE Governance Structure

SESIH

CLINICAL COUNCIL

CLINICAL STREAM

(Accountable Body)

Area CERS COMMITTEE

(Responsible Body)

Facility 

CERS 

Committee

Education & 

Training

PACE Executive 

Steering Group

Facility PACE

Steering 

Committee



Pace Executive Steering Group
Roles & Responsibilities Overview

Project Team Member Role Responsibility

Director Of Clinical Operations 

(DCO)

Executive Sponsor Resource allocation

Clinical Stream Director – Critical 

Care

Project Accountability Feedback to Clinical Council.

Leadership & decision making

Clinical Stream Manager –
Critical Care / Cardiac

Project Accountability Project tracking and higher level management

ICU Coordinator Project Communication Communication Area-wide and within key 

stakeholders

Clinical Stream Admin Support Secretariat Minutes and agendas 

SESIH Chair –CERS Committee Project Responsibility Delivery of objectives and outcomes

PACE Project Manager Project Coordination Day to day operations and objective delivery

Senior Nursing & Operational 

Expertise

Facility DON Advisory Member

Senior Medical / Clinical Streams 

Expertise

Expertise Advisory Members
Clinical Stream Mgr may delegate



Governance & Reporting

• Executive Sponsorship critical – PACE Steering Committee

• Roles and responsibilities matrix developed (SESIH level and facility level)

• Project Manager support 

• Reporting to the Clinical Council on operational issues, and to the Quality 
Committee for quality and patient safety elements

• Regular reporting to be established against KPI and a communication 
framework has been devised



Operational Considerations

• Needs to be locally sensitive to inpatient population

• Needs to be simple and be based on what resources are available locally

• Needs to be consistent across all facilities so that staff that regularly move 
between facilities can employ the same principles



Audit & Evaluation

• Tool  developed (detailed presentation in workshop)

• Regular reviews will inform changes and improvements

• KPI’s developed

• Ensure clinical effective and cost effective model

• Strengthen the evidence base for the care model is key 



Managing Resources

• Education

• Training

• Operational staff

• Data / quality staff

• Project team

• Area wide funding 
versus local operational 
funding

• Allocation of funds 
agreed but spread over 
two years resulting in 
some changes in 
prioritisation

• Need to be cost 
effective and clinically 
effective

• Project costs 

• Sustainability costs



Risk Assessment and  Mitigation

• Items ranked as high, 
medium or low risk and 
agreed by Clinical 
Council

• Development of a policy 
which outlined roles 
and responsibilities for 
the PACE Project as well 
as the clinical 
imperatives

• Audit incorporated into 
the system early to 
provide valuable 
feedback on processes

• Regular review of the 
risk register at each 
Steering Committee and 
site reports on risk and 
management of risk 
options



Keys to Success

• Engagement/Negotiation

• Communication

• Collaboration

• Local ownership

• Executive support

• RESOURCES



PACE IS NOT AN OBSERVATION CHART

• Change in the way we manage patients

• Change in Nursing and Medical Culture

• Clinical Education

• Robust system 



Sustainability

• “ METs are a simplistic ‘bandaid’ response to a complex problem in our 
hospitals. They are not the best response. Instead we need better 
education, focused on those critical vital signs. We need earlier 
appropriate DNR designation, and we need to test real-time emergency 
information. The evidence is that patient outcomes can be improved.”

Cooper DJ, Buist M, Vitalness of vital signs, and medical emergency teams. MJA 2008; 188: 630-631.


