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· Significant 7 is an observation tool designed by NELFT and primarily used in South & Mid Essex. It is aimed at helping staff recognise early signs of deterioration. Originally designed for use with older people it has been adapted for those adults with a learning disability.
· The concept is that staff will start to use the tool if they think someone they support is becoming unwell. However, we would recommend that if a provider is supporting someone with very complex needs, they should routinely carry out these observations on a weekly basis. 
· The areas identified for observation are: Confusion, Mood, Breathing, Hydration/Nutrition, Pain, Skin, Toilet and Mobility.
· A support worker would not need to make a special point of sitting down with an adult to observe these areas but could subtly make the observations during the routine of the day.
· For instance, skin could be observed during assistance with personal hygiene (looking for a change in colour, rash, heat etc) and hydration and nutrition can be observed during a mealtime (looking for a change in appetite or a decrease in intake of both fluids /food)
· One important factor is having an individual baseline that advises staff of the ‘normal’ situation for the individual. For example, if the adult has clear skin but a patch of eczema on their back then staff would know this is normal and nothing to worry about. Or if they are usually very engaging and lively then a change in mood and becoming withdrawn may signal a possible health concern.
· Significant 7 provide a Significant ME chart to complete and there are also alternative, more detailed easy read Individual Baselines that can be completed with each adult. ( see individual baselines in toolkit)
· The observations are recorded on the weekly chart with a 0 being normal and a 1 for any concerns. 
· Any areas that record a concern should be checked. The accompanying Significant 7 booklet suggests a pathway for checking any concerns
· If there are several concerns, then these can be reported to either a GP or 111 or indeed by accessing hospital support. The SBAR flowchart helps to streamline the information you should give when contacting a health professional with concerns 
· The weekly recordings should be kept on the individuals file as this will be evidence of regular checking which may be required for future medical purposes, annual health checks, keeping families updated and audit purposes (internal, CQC or PAMMS)
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• More confused than usual?
• Unable to concentrate?
• Agitated or drowy?
• Could the resident be constipated 
 or dehydrated?


Inform your senior member of staff and ask them to review the resident


Remind resident of where they are and reassure them


Monitor toilet – is your resident passing urine
(refer to toilet decision tree)


Monitor Hydration – is your resident drinking
(refer to Hydration & Nutrition decision tree)


Monitor Pain – is there any pain


Monitor Breathing – is your resident breathless


Monitor colour of resident – do they look pale, or clammy


If doctor decides to admit resident to hospital reassure patient 
and pack their belongings


Consider speaking to GP or NHS 111 for advice


• Finding it difficult to follow a conversation?
• Hearing or seeing things that are not there?
• Do they have signs of infection? 
 Hot/Cold. Shivering.







Is the resident?
• Low
• Anxious
• Sleeping badly


• Angry
• Agitated
• Worried
• Less hungry


Does the person appear vacant, spaced out, blank expression?


• Consider is this a epileptic fit/seizure?
• Are they worried about anything?
• Has there been a trigger for the change?
   i.e. anniversary, recent death


Call senior/999
Monitor length of time of fit/seizure
Is the resident feeling better?







Is the resident breathless?  Is there signs or choking?


Is the resident gasping?
Do they have grey/blue/purple lips?
Are they gagging, coughing, unable to talk, holding throat?







• Headache
• Dizziness
• Reduced urine
• Reduced blood pessure
• Change in urine colour or smell
• Fury tongue
• Is the person choking? 
   i.e coughing, gagging, gasping, unable to talk


• Increase fluids
• Monito input/Outut
• Encourage fluids
• Is urine dark in colour?
• Does the urine have a strong smell?
• Consider using high fluid
• Content food (jelly/soup etc.)
• Review in a few hours
• If there are signs of choking, 
   Call 999/senior. Consider back slaps 
   to dislodge object







This urine colour chart is a simple tool your 
can use to assess if you are drinking enough 
fluids throughout day to stay hydrated. 


If your urine matches the colours 
numbered 1, 2, or 3 you are hydrated. 


If your urine matches the colours 
numbered 4 through 8 you are 
dehydrated and need to drink 
for more fluid.


Be Aware! If you are taking single 
vitamin supplements or a multivitamin 
supplement, some of the vitamins in the 
supplements can change the colour of 
your urine for a few hours, making it 
bright yellow or discoloured. 


.


If you are taking a vitamin supplement 
you may need to check your hydration status 
using another tool.











• Surface - make sure resident has right equipment.
• Skin inspection - “early inspect = early detect”
• Is the skin broken, bruised or blistered?
• Keep resident moving
• Monitor and ensure the resident is clean and dry
• Nutrition/hydration - help with diet and fluids (see pathway)


Is the resident comfortable / improving?


Is the resident mobile and moving?







Green
No signs of pressure damage. 


You or someone who helps to care for you should check your skin daily for 
changes. These might include painful or sore areas, changes in skin colour, or 
changes in skin temperature.


Follow the SSKIN advice in the amber section to help prevent problems. 


Amber
Early signs of pressure damage. 


You or someone who helps to care for you should check your skin twice a day.


The steps below will help to keep your skin safe:


S Check skin regularly and any mattresses or cushions you use are working 
properly.


K Keep moving and repositioning.


I Make sure that you get help to get to the toilet regularly, or that if you need 
pads, they are changed regularly and barrier creams are used to protect 
vulnerable skin. 


N Eat well to keep your skin safe - plenty of fruit and vegetables and at least 
two portions of meat, fish, eggs, dairy or nuts and pulses a day are important. 


If you, or someone who helps to care for you, are worried they should contact 
your GP, or district nurse. 


Red
Pressure damage. 


Make sure your GP and district nurse know that you have pressure damage. 


District nurses will visit to assess your needs and supply any equipment you need. 


They will give you advice on the steps that you need to take to help your 
wound heal.


They may suggest a referral to a specialist team such as the tissue viability 
nurses for further advice. 


SSKIN guide







Call senior immediately for 
further assessment


Consider calling GP or NHS 111


Is the stomach pain severe or sudden?
Are bowels not opening or not passing wind?
Has your resident passed urine today?











Has the resident that you look after:


Is the person fitting, jerking, shaking, having involuntary movements?


• Changed their mobility?
• Is unable to concentrate?
• Find it difficult to follow a conversation? 


• Inform Senior person in charge
• Monitor the resident
• Use the other Significant 7 decision trees
• Call senior/999
• Monitor length of time of fit/seizure


• Agitated or drowsy?
• Hearing or seeing things that
   are not there?


• Have they had a fall?
• Are they feeling unwell - 


Do they look pale or clammy?
• Is there any pain or new pain?
• Is there increased or new 


confusion?
• Has their mood changed or 


have they become suddenly 
agitated or drowsy?


• Skin changes - Are there any 
new marks on skin, e.g. Bruise, 
marks, swollen, etc.


• Have they passed urine, if do so, 
Does the urine smell?


• Continue to monitor
• Consider assisting with mobility - 


has the patient a fear of falling?
• Do they require mobility aids?



















• Identify yourself
• Identify the resident by name 


and the reason for your call
• Describe your concern


• Explain your role and what you do for Mrs January 


• Assess the situation and patients’ background 


• Explain what you need- be specific about 
your request and time frame


“Hello my name is Mary; I am a care worker at Butterflies care home. 
The reason I am calling is that Mrs Judith January is unwell today. 
According to the Significant 7+ tool she is anxious and suddenly 
confused. This is new for her.”


“Mrs January is a 91-year-old woman who you have been looking after for the 
last 6 months. She has early onset dementia; she has never been like this before.”


“I used the Significant 7+ checklist to understand what the matter might be. 
According to the checklist, Mrs January  has a new confusion, low mood with 
anxiety and she has not opened her bowels for a few days. She is not drinking 
tea, which she loves to do.”


“I need you to come and see Mrs January, and I wondered 
what time you might get here. Thank you.”
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