
FeSS
Nurse-led 
intervention 
proven to reduce 
death and 
dependency 



A nurse-led intervention consisting of 
three simple protocols – one to manage fever, 
one to manage hyperglycaemia/sugar and one 
to manage swallowing - collectively known as 
FeSS, has proven to reduce death and 
dependency by 16% after stroke.

This was proven in a large cluster, 
randomised control trial in New South 
Wales – Australia’s most populous state. 
It was carried out in 19 hospitals with 
1500 patients, some of whom received 
the interventions, while a second group 
did not. 

Like most good ideas, the FeSS protocols 
are simple.

FEVER PROTOCOL  

Patient temperature taken 
every six hours and recorded. 
If the patient’s temperature 
increases above 37.5ºC, 
paracetamol is given.

SUGAR PROTOCOL  

Patient’s blood glucose level 
is measured every six hours. 
If the reading goes above 
10 mmols/L, the patient is 
treated with insulin.

SWALLOW PROTOCOL  

Nurses perform a swallow 
screen before the patient 
gets any liquids, or food. If 
patient fails the test, they 
are referred to a speech and 
language therapist.

The trial proved that multi-disciplinary 
nursing-led care can make a difference 
for acute stroke patients and is one of 
the few proven nursing interventions 
known to reduce death and dependency.

The results showed that the patients 
who received the intervention were 16% 
more likely to be alive and independent 
in both the early days after their stroke, 
and long-term as they continued 
their lives. The trial proved that multi-
disciplinary nursing-led care can make 
a difference for acute stroke patients 
and is one of the few proven nursing 
interventions known to reduce death 
and dependency.
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Implementation of 
FeSS checklists

The Implementation Process 
The Angels Consultants will be following the below process to  assist with implementing the FeSS checklists into the hospitals. 

Enrolment
Observation of processes 

in the Stroke Unit by 
Angels consultant

Comparison 
against FeSS 

recommendations

Baseline data captured in RESQ 
for 40 to 100 stroke patients 

(alternatively 3 months’ worth 
of patient data is acceptable)

Community activities  
i.e workshops, connecting to other 

hospitals participating in FeSS

Two train the trainer workshops 
to learn about checklists and 
the implementation process

Nurse champion (Trainer) trains 
nurses in the stroke unit using the 
powerpoints and videos supplied

After 3 months of implementation 
start - second data capturing in 

RESQ for 40 to 100 stroke patients 
(alternatively 3 months’ worth of 

patient data is acceptable)

Weekly feedback 
session with 

Angels consultant 
to remove barriers
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FEVER PROTOCOL

The QASC Fever Protocol consists of monitoring the patient’s temperature 
and the prompt treatment of a temperature 37.5°C or greater in the first 72 
hours using the fever algorithm attached.

This protocol should be used in conjunction with the other FeSS protocols and the FeSS 
implementation strategies and not as a stand-alone protocol.

^PO = Per Oral

PR = Per Rectal NGT = nasogastric tube

IV = Intravenous

Note: Patients clinical condition should always be taken into considerationNote: Patients clinical condition should always be taken into consideration

< 37.5°C ≥ 37.5°C

Monitor temperature
every 6 hours

Administer paracetemol  
PO/PR/NGT/IV^  

(as per hospital policy)

Monitor temperature  
every 6 hours Remove blankets/heaters

Hospital admission  
temperature

> 38°C

Monitor temperature
every 6 hours

Inform medical team  
& consider septic screen 

as per hospital/stroke unit 
protocol

 Record baseline temperature on admission to the hospital and for the first 72 hours 
following admission

 Monitor and record temperature every six hours 

 If temperature > 37.5°C, remove blankets and any heaters 

 Administer oral paracetamol 1 gram then re-assess 

 If patient nil by mouth administer paracetamol 1 gram via nasogastric tube (NGT),  
per rectum (PR) or intravenously (IV) (according to hospital policy) then re-assess 

 Continue to monitor and record temperature every six hours 

 If temperature > 38°C:

 • Inform medical team

 • Consider septic workup (as per hospital/unit policy)

  - Mid Stream Urine sample

  - Blood Cultures

  - Chest X-ray Continue to monitor temperature every six hours

Target temperature: < 37.5°C
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ASSIST COMPETENCY 

ASSESSMENT: RESPONSE FORM

 17. WHY WOULD THIS PATIENT ‘FAIL’ THE SCREEN?

a) Not able to maintain adequate alertness  

 

b) Not wearing dentures  

  

c) Slurred speech & drooling saliva  

 

d) None of the above – OK to proceed 

 

SCORE

/ 1

 18. WOULD YOU PROGRESS TO TESTING THIS PATIENT WITH A SIP OF WATER?

 

Yes   No 

/ 1

 19. WOULD YOU PROGRESS TO TESTING THIS PATIENT WITH A CUP OF WATER?

 

Yes   No 

/ 1

 20. OBSERVE THE NURSE TESTING THE PATIENT WITH A SIP OF WATER.
/ 1

SHOULD THE NURSE CONTINUE WITH SCREENING?

 

Yes   No 

 21-25. READ THE FOLLOWING SCENARIO. THE STROKE UNIT NURSE IS GETTING HANDOVER

FROM THE ED NURSE ABOUT A NEW ADMISSION. CHOOSE 5 POSSIBLE REASONS 

THIS PERSON MAY ‘FAIL’ THE SCREEN (REFER TO SECTION 2 OF ASSIST)

  

Brainstem stroke  
      

Coughing on saliva  
 

Weight loss 
      

Shortness of breath  
 

Hoarse voice  
      

Weak/absent cough  
 

Unable to hold a cup  
      

/ 5

 26. OBSERVE THE NURSE TESTING THE PATIENT WITH A SIP OF WATER.

/ 1

WHAT SHOULD THE NURSE DO NOW?

 

a) STOP here  

 

b) Give the patient another sip of water  

  

c) Proceed to give the patient a full cup of water  

 

 27. WHAT IS MEANT BY NIL BY MOUTH?

a) Oral medications may be given with a sip of water  

 

b) Oral fluids are allowed but not food or medications  

  

c) No medication, food or fluid to be given orally  

 

/ 1

 28-30. WHICH 3 INDICATORS OF SWALLOWING DIFFICULTY MAY BE PRESENT FOR A

PATIENT WHO HAS COMMENCED AN ORAL DIET?

  

Difficulty getting spoon to mouth 
      

Weak/absent cough  
 

Spike in temperature 

      
Change in vocal quality   

Sore throat  

      
Poor appetite  

 

Food pooling in mouth  
      

/ 3

/ 30

TOTAL SCORE

Developed and prepared by E Katalinic and C Quinn, Prince of Wales Speech Pathology Department

ASSIST:
Acute Screening of Swallow 
in Stroke/TIA

SWALLOW PROTOCOLFEVER AND SUGAR ASSESSMENT
MRN No.

Name: 

Address:  

Date of Birth:                              Sex: 

Please fill in if patient label is unavailable

Date: D  D  / M  M  / 2  0  Y  Y    Time of Assessment: H  H  : M  M   (Please use 24 hour clock time)

Pre-Screening:   Check patient has had CT and no haemorrhage.   Check if NESB

Print name & profession: 

Signature:

 Q1.  IS THE PATIENT ABLE TO:

Maintain alertness for at least 20 minutes?  Yes   No 
Maintain posture/positioning in upright sitting?  Yes   No  

Hold head erect?  Yes   No 

STOP HERE if you answered NO to ANY part of Q1.  
Place patient Nil by Mouth and review when conditions improves. NG recommended for medications.

 Q3. TEST THE PATIENT WITH A SIP OF WATER AND OBSERVE:

Any coughing/throat clearing Yes   No 
Change in vocal quality Yes   No  

Drooling  Yes   No 
Change in respiration/shortness of breath  Yes   No 

STOP HERE if you answered YES to ANY part of Q3.  
Place patient Nil by Mouth and refer to Speech Therapist.

 Q4. OBSERVE THE PATIENT DRINK A CUP OF WATER:

Any coughing/throat clearing  Yes   No 
Change in vocal quality  Yes   No 
Drooling  Yes   No  

Change in respiration/shortness of breath    Yes   No 

STOP HERE if you answered YES to ANY part of Q4.  
Place patient Nil by Mouth and refer to Speech Therapist.

 Q5. COMMENCE PREMORBID ORAL DIET

Nursing staff to observe patient with first meal  

Staff Member reviewing first meal:                                                               Time:                       Date:   

A spike in temperature and/or deterioration in chest condition may indicate silent aspiration. 
Place patient NBM and refer to Speech Therapist.

STOP HERE if you answered YES to ANY part of Q2.  
Place patient Nil by Mouth and refer to Speech Therapist.

 Q2. DOES THE PATIENT HAVE ANY OF THESE? 

Suspected brainstem stroke (Check file)  Yes   No 
Facial weakness/droop (Check smile, pout, nasolabial fold)  Yes   No  

Slurred/absent speech (Engage in conversation) Yes   No   

Coughing on saliva Yes   No  

Drooling (Check corner of mouth, chin) Yes   No   

Hoarse/absent voice (Engage in conversation)  Yes   No  

Weak/absent cough (Ask to cough)  Yes   No  

Shortness of breath  Yes   No   

Pre-existing swallowing difficulty (Check file, ask family)  Yes   No 

Please read the protocol information on the following pages carefully and 
record the corresponding information for your patient every 6 hours in the 
first 72 hours following admission to the stroke unit. 

The QASC Fever Protocol consists of monitoring the patient’s temperature and the prompt 
treatment of a temperature 37.5°C or greater in the first 72 hours using the fever algorithm 
shown. 

The QASC Sugar Protocol consists of monitoring the patient’s blood glucose levels and the 
prompt treatment of a blood glucose level > 10mmols/L in the first 48 hours. 
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Checklists

FeSS Protocol
FEVER PROTOCOL

SUGAR PROTOCOL

ACUTE SCREENING OF SWALLOW IN STROKE/TIA

FEVER, SUGAR, SWALLOW 

(FeSS) PROTOCOLS

FeSS

ASSIST COMPETENCY 
ASSESSMENT: RESPONSE FORM

ASSIST:
Acute Screening of Swallow in 
Stroke/TIA Competency Assessment

Name: 

Position:  

Facility:                              

Date: 

Step 1: Ensure you have completed an introductory ASSIST training workshop before proceeding with 
this competency assessment. Please see your Speech Therapist or Nurse Unit Manager if you have not yet 
attended this training.

Step 2: Ensure you have a copy of the ASSIST screening tool at hand as you answer these questions.

Step 3: Open the ASSIST Competency Assessment PPT now.

 1. WHAT PRE-FEEDING SKILLS ARE REQUIRED BEFORE SCREENING CAN COMMENCE?

a) Able to maintain adequate alertness   
b) Able to maintain upright sitting posture    

c) Able to hold head erect   
d) All of the above  

SCORE

/ 1

 ARE THESE SITTING POSITIONS ADEQUATE FOR SCREENING?

2.  Yes   No 
3.   Yes   No  

4.   Yes   No 

/ 3

 DO THESE PATIENTS HAVE FACIAL WEAKNESS/DROOP?

5.  Yes   No 
6.   Yes   No  

7.   Yes   No 
8.   Yes   No  

9.   Yes   No 

/ 5

 DO THESE PATIENTS HAVE SLURRED SPEECH?

10.  Yes   No 
11.   Yes   No  

12.   Yes   No 

/ 3

 13. IT IS IMPORTANT TO CHECK A PATIENT’S ABILITY TO COUGH BECAUSE

a) It shows how well the patient can chew   
b) It is an indicator that the patient has a gag reflex    

c) It is one of the mechanisms that protect the airway   

/ 1

 DO THESE PATIENTS HAVE A HOARSE VOICE?

14.  Yes   No 
15.   Yes   No  

16.   Yes   No 

/ 3

Developed and prepared by E Katalinic and C Quinn, Prince of Wales Speech Pathology Department

ASSIST Competency 
Response Form

Promotional Video

QASC Europe Project

Overview of Project

Barriers

Protocols

Metrics, Evaluation, 
Resources

Videos

ASSIST 
Competency 
Assessment

Before	  proceeding	  with	  this	  assessment:	  

ENSURE	  YOU	  HAVE	  A	  COPY	  OF	  THE	  
ASSIST	  SCREENING	  TOOL	  

ENSURE	  YOU	  HAVE	  COMPLETED	  	  
AN	  INTRODUCTION	  ASSIST	  	  
TRAINING	  WORKSHOP	  

ENSURE	  YOU	  HAVE	  A	  COPY	  OF	  THE	  
ASSIST	  COMPETENCY	  ASSESSMENT	  

RESPONSE	  FORM	  

www.acu.edu.au/qasc	  

QUESTION	  2	  

POSITION	  1:	  
Is	  this	  siQng	  posi(on	  adequate	  for	  screening?	  
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Fever	  
ASSOCIATED	  WITH	  A	  SIGNIFICANT	  INCREASE	  IN	  MORBIDITY	  AND	  MORTALITY	  ATTRIBUTED	  TO:	  

INCREASED	  CEREBRAL	  METABOLIC	  DEMANDS	  	  

CHANGES	  IN	  THE	  BLOOD-‐BRAIN	  BARRIER	  PERMEABILITY	  	  

ACIDOSIS	  

INCREASED	  RELEASE	  OF	  EXCITATORY	  AMINO	  ACIDS	  

CAUSES	  INFARCT	  EXPANSION	  	  

The	  Quality	  in	  Acute	  Stroke	  Care	  Project	  
(QASC)	  
Middleton	  S,	  Levi	  C,	  Griffiths	  R,	  Grimshaw	  J,	  Ward	  J,	  
D’Este	  C,	  Dale	  S,	  Drury	  P,	  	  McInnes	  E,	  Hardy	  J,	  
Cheung	  N,	  McElduff	  P,	  Cadilhac	  D,	  Evans	  M,	  Quinn	  C	  

	  

Module 1:  
FeSS (Fever, 
Sugar, Swallow)

Q2(ii):	  Facial	  Weakness	  
	  

FACIAL	  DROOP	  
CLICK	  
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TO	  PLAY	  
VIDEO	  

Normal	  Swallow	  

ASSIST	  -‐	  Educa,on	  Package	  
&	  Competency	  Assessment	  
Eva	  Katalinic,	  Clare	  Quinn	  &	  Claire	  O’Connor	  
Speech	  Pathology	  
Prince	  of	  Wales	  Hospital	  

Module 2:  
ASSIST

Powerpoints

Resources Available  
to Stroke Champions



QASC Europe  

Hospitals that are implementing the FeSS 
checklists and capturing data have the 
opportunity to take part in an international 
quality improvement project called Quality in 
Acute Stroke Care (QASC) Europe. Together 
with the ESO and with the support of the 
Angels initiative, the QASC project has recently 
been launched in Europe.

Hospitals that choose to enroll into the QASC Europe project will 
receive support to obtain the relevant ethics approvals as well as 
receive additional support from the Australian team who published the 
original study, making you a part of a truly international community. 
These hospitals will also be mentioned in an internationally recognised 
publication following the Europe project. This is a great opportunity for 
you to advance your career and for your hospital to be in the front end 
of quality improvement in stroke care. This proves that evidence based 
nurse-led interventions can successfully be implemented in clinical 
practice across multiple countries in Europe. 

Thereby saving countless lives.
Speak to your local Angels consultant for more information about how 
your hospital can partake in QASC Europe.


