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Chan, Angela		Mackenzie Health                            angela.chan@mackenziehealth.ca	
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Date of Summary: 1 October 2020

Abbreviated Question (as it will appear on search results page)

We are currently reviewing our practice on identifying patients at risk of deterioration and are interested in the following:
 
1. Does your organization utilize an early warning system/deterioration index such as HEWS/MEWS/PEWS?
1. If so, could you share how this is utilized and what are the outcomes to patient safety from the system?
1. Could you kindly share any related policy/protocols?
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Responses: 



Please cut and paste responses from emails into the table, save and send summary table to PPNO List Serv. Allow 3 weeks for responses to filter in before sending final version.

	Responder Info
	Responses 
	Attachment(s)*
 

	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell   : (807) 629-0889

	1. Does your organization utilize an early warning system/deterioration index such as HEWS/MEWS/PEWS? MEWS
2. If so, could you share how this is utilized and what are the outcomes to patient safety from the system? Built into Meditech platform as an Intervention (see policy)
3. Could you kindly share any related policy/protocols?  Attached

	


	Corinne Savignac, R.N., BScN, 
Nurse Clinician General Internal Medicine
705-523-7100
Extension 3315
Health Sciences North | Horizon Santé-Nord
41 Ramsey Lake Road 
Sudbury, Ontario P3E 5J1 
 E-mail: csavignac@hsnsudbury.ca
[image: http://intranet/portal/Portals/35/HSN_logo.jpg]

	Sorry, we do not use any of the NEWS/MEWS or PEWS. 

	

	Claire Latto-Hall, RN, BScN, CDE, MPH
Corporate Professional Practice Clinician
Halton Healthcare
3001 Hospital Gate, Oakville, ON  L6M 0L8
clattohall@haltonhealthcare.on.ca
Tel.: 905-845-2571   ext. 3837

	Attached is our Early Warning Signs Policy. 

	


	Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital

	Please see my responses to your questions in blue below. 

	






[bookmark: _MON_1663400512][bookmark: _MON_1663400517][bookmark: _MON_1663400527][bookmark: _MON_1663400522][bookmark: _MON_1663400506][bookmark: _MON_1663400501]

		Lorraine Bird, RN, MScN

	Interim Clinical Educator

	Collingwood General and Marine Hospital
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	We do not currently use any early warning system/deterioration index in our current assessments.
We look forward to the feedback you receive.
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Thunder Bay Regional Health Sciences Centre

Policies, Procedures, Standard Operating Practices No. PAT-5-145

Title: The Medical Emergency Team (MET) X Policy X] Procedure [ ] SOP

Category: Patient Care Services Distribution: All Patient Care Areas

Sub-category: Patient Related: Patient Care

Approved: Exec. VP, Patient Care Programs & Health Professions

Signature: Approval Date: Feb. 2, 2011
Approved: Chief of Staff Reviewed/Revised Date: Apr. 3, 2018
Signature: Next Review Date: Apr. 3, 2021
1. PURPOSE

Improve patient safety and quality of care through the empowerment of all healthcare professionals,
patients, and care partners.

Improve accessibility and enhance utilization of critical care resources.

Reduce adult in-patient cardiac arrests and in-patient mortality.

Reduce critical care admissions and/or reduce critical care length of stay through early intervention.
Act as a resource and educate healthcare professionals.

2. POLICY STATEMENT
The Medical Emergency Team (MET) will work collaboratively with patients, care partners, the
interprofessional care team, and the most responsible physician (MRP), to identify, assess, and
respond to the needs of adult in-patients prior to the development of progressive and irreversible

deterioration. The MET is comprised of an intensivist, a specially trained critical care registered nurse
(RN) and when required a registered respiratory therapist (RRT). By promoting a culture of safety in a
patient and family centred care environment, all adult in-patients will receive the appropriate level of
care at the appropriate time.

SCOPE
This policy pertains to all healthcare and professional staff when an adult in-patient meets MET calling
criteria. Address the action and response expected of staff and professional staff when an adult in-

patient meets MET calling criteria.

3.1 Function:

1.

2.
3.
4

o

© oo~

10.

Enables early identification and critical care consultation for patients at risk of becoming critically ill.
Provides timely, preventative, life saving intervention, and resuscitation.

Assesses patient status and facilitates timely and appropriate critical care admissions.

Participates in end-of-life discussions (EOL) and decision making processes with patients and/or
substitute decision makers in order to facilitate patient's EOL and care wishes.

Provides appropriate follow-up assessments to adult patients discharged from the Intensive Care
Unit (ICU) to ensure that the patient is transitioning well upon transfer.

Provides acute care education at the bedside, specifically the management and resuscitation of the
acutely ill adult patient to the responding team members (i.e., ward nurse, physicians, medical and
nursing students, and other health care professionals).

Mandated by the MOHLTC to audit all code blue events that occurs on adult in-patients.

Audits all MET consults to determine any barriers preventing timely MET involvement.

Encourages calls to the MET by responding positively and using every encounter as an opportunity
for shared learning and promote a culture of collaborative care.

Educate and mentor nursing staff to identify early warning signs of a deteriorating patient through
the use of the MET calling criteria.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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4. PROCEDURE:
4.1 Activation of MET:
e Any healthcare professional can activate the MET using the calling criteria.
¢ In-patient staff are empowered and encouraged to call the MET whenever they observe a change in
key physiological indicators or their own intuition or that of a patient or care partner raises serious
concern.
e There is a dedicated pager number to contact the MET RN. The MET RN will notify the MET
physician of all consults.
e The MET will respond to all adult in-patient wards and select areas as described in Appendix B to F.

4.2 Calling Criteria:
Call MET anytime your patient shows sign(s) of acute change in:

Airway Threatened

Stridor

Excessive Secretions < less than or equal to
Breathing Respiratory Rate <8 or = 30

2 greater than or equal to

Distressed Breathing < less than

Saturations < 90% on = 50% O, or 6 L per minute

. . : >
Circulation Systolic blood pressure < 90 mm Hg or = 200 mm greater than

Hg or decrease > 40mmhg from baseline GCS — Glasgow Coma Scale
Heart rate < 40 or = 130 MEWS — Modified Early

Urine output < 100 mL over 4 hr. (except dialysis Warning Score
patients)

Neurology Decreased level of consciousness
(GCS decrease of = 2 points)

Worried Serious concern about the patient.

MEWS MEWS of 25

4.3 The MET Consultation:

The MET and MRP must be called simultaneously. The MRP must always be notified of decision to consult
the MET and are expected to participate in the care of their patient. The MRP must not deter consultation by
giving orders not to consult MET. Together the MRP and MET will make the best clinical decisions on behalf
of the patient. The MRP provides knowledge of the patient and rationale of admission and the MET
provides clinical expertise of the immediate acute care management of deterioration.

4.4 Roles and Responsibilities:
Ward Nurses:
e Assess and determine clinical change in patient’s status using the calling criteria and/or Modified
Early Warning Score (MEWS).
Activate the MET using the dedicated pager number and inform the MRP of patient’s status.
e Upon paging, be prepared to give a brief description of patient’s status including age, gender,
diagnosis, MRP, recent vital signs, and room number (see Appendix A for SBAR Communication
Tool).
¢ Notify the RRT if the patient’s condition warrants.
Notify or delegate natification to patient’s care partners of change in condition and that MRP has
been notified and MET has been consulted.
Have patient’s chart and medication record available to review.
Remain with the patient.
Ensure oxygen and suction available and functioning.
Clear any unnecessary items from room.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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e Provide a more detailed report upon MET RN arrival.
o Participate with patient care.
e Notify MRP promptly of any suggestions made by the MET physician.
o If the patient is transferred to ICU, assist MET RN with transfer and provide a full verbal report to

receiving RN.

Update patient’s family / care partner of condition and inform them of transfer.
Responsible for receiving patient’s family and escorting them directly to ICU staff.
If MET unable to attend consult within 15 minutes, notify MRP.

MET RN:

Receive and aim to respond to pages within 5 minutes.

Notify the MET physician of all consults.

Aim to respond to consults within 15 minutes. When simultaneous consults occur, triage response
with assistance of the MET physician. Notify ward nurse if response deferred due to competing
consults.

Assess and evaluate patient focused on airway, breathing, circulation, and level of consciousness.
Initiate medical directives where indicated.

Positively engage ward staff in assessment and finding.

Discuss assessment findings with MET physician and implement treatment therapies to stabilize the
patient.

Facilitate transfer to ICU when indicated and will provide the ICU receiving nurse report.

Assist care partner(s) to the ICU waiting area if present and notify receiving RN.

Daily and as necessary, assessments, including discussion with ward nurses on all patients
discharged from ICU to evaluate transition.

Communication with patient and care partners via whiteboards.

Report assessment findings to the MET physician and provide interventions when necessary.
Round on all ICU discharge patients and consult follow-ups with MET physician daily.

Accurate data collection and entry into Critical Care Information Systems (CCIS).

Audit adult in-patient code blue events and MET consults.

Complete patient safety report when patient met calling criteria for greater than 4 hours to time of
consult.

Provide education to in-patient staff related to MET response topics either independently or working
in collaboration with clinical nurse specialists/interprofessional educators.

Responsible to ICU and organization as a resource while maintaining MET responsibilities.

MET Physician:

Aim to respond to consults within 15 minutes at bedside on days and available for phone
consultation or at the bedside if requested by MET RN on nights.

Describe treatment plan and determine end-points for patient stabilization or admission to ICU.
MET physician to direct/lead immediate patient care issues when patient requires critical care
resources and expertise.

Round on ICU discharges and consult follow-ups daily at a mutually agreed upon time and
completed by no later than 1730 hr.

Provide education. Role to educate.

During competing consults, MET physician to triage and direct MET RN. MET physician must attend
both calls within a timely manner.

MET physician will write urgent orders only. All other orders will be suggestions and must be
approved by the MRP prior to implementing.

Review/initiate EOL discussions with patient and care partners.

Notify MRP regarding disposition of patient.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Most Responsible Physician:

Respond and patrticipate in stabilization of patient.
Collaborate on treatment plan.

Collaborate with MET physician on EOL discussions.
Follow-up with suggestions.

4.4 Patient Disposition:

A. Patient requires admission to ICU

o Regular admission
e Short stay (6 hour bed hold)

B. Borderline

¢ Interventions / resuscitation done on ward to attempt to stabilize patient.
o Patient may require ICU admission but safe to leave on ward for the time.

C. Consults

e Patient safe to stay on ward.
e Suggestions may be left for MRP’s approval.
¢ MET may sign off or follow patient depending on patient’s status.

4.5 MET Resource Interruption:

In the event there is not a MET RN available, the following will occur:

Notify ICU manager/ MET lead physician or designate (administrative coordinator/intensivist on
shift).

MET RN to give MET pager to MET physician.

If MET physician on nights in sleep room and concerned will not hear page then can give to ICU
charge nurse who will call him/her when page received.

MET physician will respond to MET calls.

If unfamiliar locum on-shift, an experienced ICU RN may be chosen by manager/MET Lead
physician to respond with locum Intensivist for guidance on consults.

Administrative coordinator notifies senior administrator at their discretion.

ICU charge nurse/administrative coordinator to email manager/MET lead physician /MET lead RN of
situation so can review for follow-up on next working day.

5. REFERENCES

Canadian Resuscitation Institute. (2006). Critical care response team provider manual. Ottawa,
Ontario:

Canadian Resuscitation Institute.

Critical Care Services Ontario. (n.d.). Critical care response team (CCRT). Retrieved from
https://www.criticalcareontario.ca

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix A
SBAR Communication Tool

The SBAR communication tool provides a framework for communicating assessment findings.

Situation

S Identify yourself, patient
Location
Age, gender and reason for call (Calling Criteria)

Backqground

B Brief history of patient’s presenting iliness
Date patient admitted and diagnosis

Any interventions done recently

Pertinent known co-morbidities

Assessment

A Problem based, Primary ABC & CNS assessment findings
o Airway

e Breathing

e Circulation

¢ CNS and other

Any treatment initiated and patient’s response

Recommendation

R Does the physician need to come and see the patient now?
Your recommendations for the following

e Monitoring

Investigations

Treatments

Target

Consult

Disposition

Code status clarification

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix B DIAGNOSTICS/AMBULATORY CARE

Do Not Delay Calling a
CODE BLUE
for Cardio/Respiratory Arrest

Patient shows a change in clinical
status.

In-Patient

Out-Patient

Y

A\ 4
Patient meets MET Calling Transfer patient safely to ER
Criteria

|

(Notify MRP) and Consult
MET / RRT

A 4
Notify in-patient ward that
MET has been consulted —
Request bedside nurse to
respond to DI

A 4

Stay with patient and
continue to provide support
until MET / RR'I_' / Bedside Date:

nurse arrives.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in

any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix C Post Anesthesia Care Unit (PACU)

Do Not Delay Calling a
Code Blue
for Cardio/Respiratory Arrest

A 4

Adult patient shows a change in
clinical status

A 4

Adult In-patient

A\ 4

Notify Anesthetist / MRP
MET not 1% call

A 4

Anesthetist / MRP to consult
MET Intensivist

Physician to Physician Consult

(Not Intake Intensivist)

A 4

MET RN responds alongside
Intensivist if required.

A 4
Notify admitting if out-patient

MET does not respond to paediatric patients.
Please consult paediatrician.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix D

Emergency Dept
Admitted Adult In-patients

Do Not Delay Calling a
Code Blue
for Cardio/Respiratory
Arrest

l

Patient shows a change in clinical
status

\ 4

Adult In-patient

A 4
Patient meets MET calling criteria

\ 4

MRP must be notified prior to
consulting MET

\ 4

Emergency Room RN consults MET
physician directly once MRP notified

A 4

MET physician may delegate the MET RN to
respond and assess when unable to attend.

MET physician must respond within 20
minutes.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in

any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix E FORENSICS
Do Not Delay Calling a
CODE BLUE
for

Cardio/Respiratory Arrest

A 4

Patient shows a change in
clinical status

\ 4

Notify MRP

A 4

If patient meets MET calling criteria
Consult MET using the pager number and
ensure MRP is aware

Y

Ward staff to move patient to secure area and have
access to oxygen and suction

A 4

If MRP determines patient requires hospital
admission — notify admitting department.
Forensic staff will determine the need and type
of escort (if any) for the patient.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the

Hospital iNtranet.
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Appendix F

RENAL/CANCER CLINIC/

SURGICAL DAY CARE / ENDOSCOPY

Do Not Delay Calling a
CODE BLUE
for Cardio/Respiratory Arrest

Patient shows a change in clinical

statis status

In-patient

A 4

Patient meets MET
Calling Criteria

A 4

Notify MRP and
Consult MET / RRT

A 4

Notify in-patient ward that MET
has been consulted.

A 4

Primary Nurse should be
available and prepared to report
patient status directly to MRP
and MET

\ 4

Continue to provide support to
patient and be prepared to assist
MRP and MET upon arrival

Out-patient

A\ 4

Notify MRP

A\ 4

If MRP determines patient
requires hospital admission —
notify admitting dept.

A 4

If MRP determines patient requires
Critical Care Consult

Physician to Physician consult.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the

Hospital iNtranet.
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Early Warning Signs Policy

’ Program/Dept: Office of Professional Practice Document Category: Patient Care

Halton

Healthcare Developed by: Quality and Patient Relations Original Approval Date: Jan 2019
CRORGETONIHILTON oRs and Office of Professional Practice

Approved by: Department of Medicine, Department Reviewed Date: Jan 2022
of Surgery, Milton Family Practice, GH Program
Steering and the Office of Professional Practice

Review Frequency: 3 years Revised Date:

Purpose

To ensure a consistent and standardized approach for the use of a scoring system that provides early
identification of a deteriorating patient.

To provide members of the healthcare team with guidance regarding clinical responses that support
optimal patient outcomes to a given clinical situation.

Scope
All adult patients admitted to Halton Healthcare with the exception of patients in the Intensive Care
Unit (ICU), Pediatrics, Special Care Nursery (SCN), Labour and Delivery/Birthing Suite, Emergency
Department (ED), Pre Admission Clinic (PAC), Surgical Daycare, the Operating Room (OR) and the
Post Anesthetic Care Unit (PACU).

Procedure
1. The Early Warning Signs (EWS) scoring is to be used as an adjunct to clinical judgment as well as
current Halton Healthcare Policies and Procedures.
2. The EWS scoring system does not replace the Critical Care Outreach Team calling criteria.
3. Patient’s vital signs will be assessed and documented, resulting in an EWS score.
Vital signs will include:
a. Heart Rate
Blood Pressure (BP)
Respiration Rate
Temperature
Oxygen Saturation (including oxygen flow rate or oxygen percentage)
f.  Neurological Status
4. Vital sign documentation:
The timeliness of vital sign documentation is imperative to early identification of
deteriorating patients.
5. Once the EWS score is calculated a series of clinical responses will be considered and activated
as appropriate (Refer Appendix B for Escalation/Notifications).
6. Communication:
a. Unless your clinical judgment or previous Physician order indicates otherwise, you do
not need to notify the Physician if:
i. A patient's EWS score decreases to a lower monitoring parameter (i.e. patient's
score changes from a 5 to a 2).
b. If the patient's EWS score increases to a higher monitoring parameter, follow the
notification recommendations as per appendix B.
7. Document interventions as appropriate within the Vital Signs intervention and/or as an FDARP
Progress Note.

® o 0T

A printed copy of this document may not reflect the current, electronic version. Prior to use, paper versions must be
cross - checked with the electronic versions






Related Documents
Communication and Escalation Policy and Procedure
Professional Staff — Response Times Policy
Professional Staff — Most Responsible Physician Policy
CCOT Calling Criteria
Nursing Scope of Practice

Key Words: Early Warning Signs, CCOT, EWS, Escalation, Vital Signs
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Appendix A
Early Warning Signs (EWS) Score

EWS Score 3 2 1 0 1 2 3
Heart Rate Less 41-50 51-100 101- 111-130 | Greaterthan
(Beats per minute) than or 110 130
equal to
40
Systolic Blood Pressure Less 71-90 91-170 171-200 | Greater than
(mmHg) than or 200
equal to
70
Respiratory Rate Less 9-11 12-20 21-29 Greater than
(Per Minute) than or or equal to
equal to 30
8
Temperature Less 35.1- 36.1-38 38.1- Greater
(Celsius) than or 36.0 39 than or
equal to equal to
35 39.1
Oxygen Saturation Less 85-91 Greater
(Sp02) than 85 than or
equal to 92
Oxygen Saturation Less 84-85 86-87 88-92 93-94 | 95-96 on | Greater than
Scale when ordered as | than 83 and on 02 02 or equal to
Sp02% 88-92% Greater 97 on 02
than or
equal to 93
on RA
Oxygen Delivery Room Air Oxygen
Neurological Status Alert New
Confusion,
Pre-existing Responds to
Confusion Voice, Only
Pain or
Unresponsive

A printed copy of this document may not reflect the current, electronic version. Prior to use, paper

versions must be cross - checked with the electronic versions






Appendix B

Early Warning Signs Clinical Trigger Threshold

EWS Score Risk Frequency of Vital sign and Clinical Response
EWS Monitoring
0-2 Low Routine
3-4 Low-Medium Q 4-6 hours and PRN Notify CRN/CN
Consider Nursing Scope of Practice
Consider RRT Assessment

o Notify physician as indicated when EWS score crosses into a higher risk category

A printed copy of this document may not reflect the current, electronic version. Prior to use, paper

versions must be cross - checked with the electronic versions
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NEWS does not replace CLINICAL JUDGEMENT. Consider other clinical parameters (blood glucose, pain, abnormal blood work, amount of fiO2 required to maintain O2 saturations).



		Recommended Interventions Chart



		NEWS

		Notify: 

(use SBAR)

		Reassess NEWS

		Recommended Interventions



		Total

0

		

		Vital signs as ordered (minimum every 12 hrs)

		*Continue routine NEWS monitoring



		Total

1-4

		Experienced RN and/or Team Leader

		In 4-6 hours

		*If a score of 2 in any one category, then repeat VS within 2hr

*Inform experienced RN/TL



		3 in a single parameter

		Experienced RN and/or Team Leader and consider doctor

		If score is new: Reassess NEWS in 1 hour

		*Inform experienced RN/TL

*Critically think about notifying MD

*Is this score new for the patient? How does the patient look?



		Total 5 or more

		Team Leader and Doctor **Urgent**

		If score is new: Reassess NEWS in 1 hour

Otherwise, repeat NEWS in 4 hours

		*Review Intake and Output; Assess GCS; Perform Sepsis Screen. *Consider cardiac monitoring.  

*Consider transferring care to a RN if patient unstable or unpredictable 

*Prepare for possible transfer to ICU. 

*Notify family.



		Total 7 or more

		Team Leader / Doctor **STAT**

		If score is new: Reassess NEWS in 30 minutes. Otherwise, repeat NEWS in 1 hour



		*Review intake and output; Assess GCS; Perform Sepsis Screen. *Consider initiating telemetry or use crash cart Monitor.  

*RN to provide care if patient unstable or unpredictable 

*Prepare for possible transfer to ICU. 

*Notify family.

*Discuss what the goals of care are with the patient/family/MD





    Critical Thinking before You Call:[image: C:\Users\TASHA.VANDERVLIET\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\WVZ0YL2M\lightbulb1[1].jpg]



· Has this score increased from the previous score? Change in baseline may be more indicative of deterioration.

· Is the physician already aware of this score?  Does the patient look or feel worse?

· Are any of the scores based on a parameter that is WNL for that patient? i.e. an O2 sat <90% in a COPD patient

· Have all ordered medications or boluses been given that would treat the parameter causing the elevated score?

· Could the patient be septic? Sepsis Screen questions: Is there risk for infection? Are there signs of infection?

How to document NEWS and related interventions:

· Document all 7 of the NEWS parameters in the Vital Signs intervention. As you enter through, the NEWS score will auto-populate.  Recommended interventions will then pop up based on your patient’s NEWS.[image: Image result for computer]



· Use the comment section or other notes section to detail what interventions you performed based on the NEWS

· Not calling the MRP? Use the Vital Signs comment section to document your critical thinking and decision making

I.e.  “Patient is normally on home O2 and has COPD, accounting for the NEWS of 5. Will reassess NEWS in 4 hours.”

		SBAR Communication Template



		S= Situation

		B= Background

		A= Assessment

		R= Recommendation



		· Your name and unit

· Patient name and MRP

· Reason for your call i.e. change in NEWS

		· When and why was the patient admitted?

· Pertinent procedure, treatments, history, medications

· Last NEWS



		· Your assessment data

· What parameter of the NEWS is abnormal?

· Any other pertinent data (labs, I&Os)

· What do you think is happening?

		· What does your patient need?

· What interventions do you suggest?

· Remember to “repeat back” all orders





I.e.  “NEWS is 6, which has decreased from previous score. MD already aware. Will reassess NEWS in 4 hours.”
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NEWS Sustainability Standard Work PSW.docx
[image: ]NEWS in a Nutshell for PSWs who take Vital Signs













You can review Status Board for the last documented NEWS:

[image: ]





· Once you complete and document the patient’s full set of vital signs in Meditech, you will need to enter through the fields to complete the NEWS.

· Keep entering through and the scores will auto populate EXCEPT for the patient’s level of consciousness (LOC).

[image: ][image: ]



· You will have to F9 (look up) and select the option that matches your patient’s status. 

· If you’re only rechecking one vital parameter (i.e; temperature or heart rate), document the vital sign and then file it. Don’t enter through or you will have to complete the NEWS. 

You’re such an important member of the team! Here’s how you can make NEWS successful:

· The NEWS will help Nurses and PSWs complete and document regular and ongoing observations/assessments of the patient’s status. 

· Keep in mind, patients with a score of 5 or more have a greater risk of deteriorating. 

· Here’s what the Vital Sign Intervention will look like: 

[image: ]





















· Remember to always include a comment which indicates your follow up (i.e; you’ve communicated the NEWS to the primary nurse or TL) so that nurses can follow up accordingly. 

· When in doubt, ask a Nurse or your Team Leader/Charge Nurse for assistance/clarification. 

· You can also call an Educator if you have questions: Selina (ext. 2325), Tasha (ext.2327) or Melissa (ext.2329)

HPHA Educators, 2018
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Case Study #1 facilitator copy.docx
		NEWS Case Study #1 Facilitator Copy

Scenario

John News is a 64 year old male admitted to the hospital 2 days ago with worsening SOB d/t influenza. He has been SOB on exertion and has been coughing up large amounts of thick greenish tinged sputum. Report is he slept straight through the entire night.

Hx: COPD, Smoker ½ pack cigarettes/day, Obesity, PVD, HTN

O2: Keep sats 88-92%

Activity: up ad lib

Vitals: BID



When you arrive at John’s bedside to perform your initial assessment, you find that he is sleeping, but wakes when you call his name and shake him gently. John appears short of breath when he speaks and is trying to cough up sputum the entire time that you are in the room.

1. What type of patient assessments do you perform? **Only give them specifically what they ask for**

· V/S: HR 93, RR 23, O2 sat 91%, B/P 124/78, Temp 36.9

· He’s on 1L NC, breath sounds are diminished (every time he takes in a deep breath he coughs)

· Radial pulses are weak, but palpable. Pedal pulses are very weak, feet are cool and ashy looking

· He is not on a cardiac monitor

· He has a #22 in the left hand, saline locked

· States he feels about the same as yesterday

2. NEWS: 8 (0 points given for being asleep)

3. Look at which parameters are making the score high.  Would any of these abnormal findings be normal for this patient if they were at home? (the 3 points for O2 sat is normal for COPD)

4. Are you concerned about this patient’s status?  If yes, why?

· No indication of worsening

5. What are the differential diagnoses? (i.e. What could be causing the problem?)



6. What type of things can you do for this patient now?

· Encourage PO intake

· Administer meds

7. Is there anyone you would consult with or notify? Who? Possible discuss with Team Leader

8. Is there any other information you would review before you called? This info is in the chart

· Lab results: WBC this am 8. WBC on 10/2 was 11; WBC on 10/3 was 10

· Meds in chart

· I&O’s: Not ordered, nothing is documented

· V/S and NEWS trends since admission

		DATE/TIME

		10/2 1152

		10/2 2120

		10/3 0830

		10/3 2148



		TEMP

		37.9

		37.2

		36.9

		35.9



		HR

		107

		102

		98

		101



		RR

		26

		18

		26

		18



		B/P

		146/98

		143/97

		137/98

		135/88



		O2 SAT

		86

		88

		90

		90



		O2

		2L

		2L

		1L

		1L



		LOC

		Alert

		Alert

		Voice

		Alert



		NEWS

		11

		7

		12

		7







9. If the score is >5, ask yourself the Sepsis Screening questions? If yes, could it be sepsis?





10. If you were to call the physician, what orders would you expect for this patient?  N/A



11. If you decided to call the MD, SBAR your conversation.





12. When will you reassess this patient?  In another hour (according to the recommended intervention chart)



13. What will you document? Vital signs, NEWS, Respiratory assessment, decision not to call physician
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Case Study #1 worksheet.docx
NEWS Case Study #1 Worksheet

Scenario

John News is a 64 year old male admitted to the hospital 2 days ago with a chest infection following influenza. He has been SOB on exertion and has been coughing up large amounts of thick greenish tinged sputum. 

Hx: COPD, Smoker ½ pack cigarettes/day, Obesity, PVD

O2: Keep sats 88-92%

Activity: up ad lib

Vitals: BID



When you arrive at John’s bedside to perform your initial shift assessment, you find that he is sleeping, but wakes when you call his name and shake him gently. John appears short of breath when he speaks and is trying to cough up sputum the entire time that you are in the room.

1. What type of patient assessments do you perform? Once you have listed the things you would assess, ask the educator/facilitator to provide you with the assessment findings.



2. Calculate the NEWS    [image: ]









 





			



















3. Look at which parameters are making the score high.  Would any of these abnormal findings be normal for this patient if they were at home?



4. Are you concerned about this patient’s status?  If yes, why?



5. What are the differential diagnoses? (i.e. What could be causing the problem?)



6. What type of things can you do for this patient now?



7. Is there anyone you would consult with or notify? If yes, then who?



8. Is there any other information you would review before you called?



9. If the score is >5, ask yourself the Sepsis Screening questions? If yes, could it be sepsis?



10. If you were to call the physician, what orders would you expect for this patient? 





11. If you decided to call the physician, SBAR your conversation below

Situation:



Background:



Assessment:



Recommendation:



12. When will you reassess this patient?



13. Write here what you will document in the comment section of the vital sign intervention:
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Case Study #1 patient chart.docx
NEWS Case Study #1  Patient Chart

Name: News, John		Age: 64

		

		Date/time of administration



		MEDICATION

		10/2

		10/2

		10/2

		10/3

		10/3

		10/4



		Ceftriaxone 1g q24

		1210

		-

		-

		1206

		-

		



		Spiriva 18mcg Inhaled once daily

		1210

		

		

		1206

		

		



		Advair 250/50 1 puff BID

		1210

		2114

		

		0911

		2059

		



		Ramipril 5mg PO once daily

		1210

		

		

		0911

		

		



		Tamiflu 75mg PO BID x 5 days

		1210

		2114

		

		0911

		2059

		



		Ventolin 2-4 puffs q4 prn

		1300

		1700

		2114

		0609

		2301

		



		Tylenol 650mg PO q6 prn pain/fever

		1159

		2114

		

		

		

		







		DATE/TIME

		10/2 1152

		10/2 2120

		10/3 0830

		10/3 2148



		TEMP

		37.9

		37.2

		36.9

		35.9



		HR

		107

		102

		98

		101



		RR

		26

		18

		26

		18



		B/P

		146/98

		143/97

		137/98

		135/88



		O2 SAT

		86

		88

		90

		90



		O2

		2L

		2L

		1L

		1L



		LOC

		Alert

		Alert

		Voice

		Alert



		NEWS

		11

		7

		12

		7







		LABS



		

		Hgb

		Hct

		WBC



		10/2

		

		

		11



		10/3

		

		

		10



		10/4

		

		

		8







		INTAKE & OUTPUT TOTALS FOR 24 HOURS



		

		10/2

		10/3

		10/4



		IV INTAKE

		

		

		



		PO INTAKE

		

		

		



		TOTAL INTAKE

		

		

		



		URINE OUTPUT

		

		

		



		DRAINS

		

		

		



		TOTAL OUTPUT

		

		

		



		BALANCE  -/+
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How to follow up with your news score- sm version.docx
How to follow up with your news 

Have a look at the Recommended Intervention chart to see where your patient’s score falls. Generally speaking, we want you to start notifying your Team Leader and the patient’s physician if the total score is greater than 5, or if any of the individual parameters has a score of 3.  But not so fast! You have to stop and think about things critically for a minute!

[image: ]





CRITICAL THINKING QUESTIONS1. Has this score increased from the previous score?





NO

YES



Follow the Recommended Intervention Chart.

Talk to your Team Leader and call the Physician

YES

Does the patient look and/or feel unwell or worse? 



YES

Follow the Recommended Intervention Chart to determine frequency of reassessment.



Follow the Recommended Intervention Chart.

Talk to your Team Leader and call the Physician

Remember, NEWS does not replace your clinical nursing judgement; you have to think before you call!

Consider other data such as lab work and I&Os and consult with another experienced nurse if you’re unsure.

Use critical thinking to decide whether to call now or reassess.  Document your decision



5.  Did the sepsis screen point to sepsis as being the potential cause for deterioration?





YES

Let the physician know this when you call!  Sepsis progresses into septic shock within a matter of hours!

NO

Follow the Recommended Intervention Chart.

Talk to your Team Leader and call the Physician

NO

4. Are any of the abnormal findings “normal” for your patient?



3. Which of parameters is causing the score to be high?       Think: What could be the cause? (Differential Dx)

             What can you do about it now?



Use critical thinking to decide whether to call now or reassess.  Document your decision. Follow the Recommended Intervention Chart to determine frequency of reassessment.





Follow the Recommended Intervention Chart to determine frequency of reassessment.



NO

YES

2. Is the physician already aware of this score?



Follow the Recommended Intervention Chart.

Talk to your Team Leader and call the Physician

Use critical thinking to decide whether to call now or reassess.  Document your decision.



NO

YES

NO

YES

Does the patient look and/or feel unwell or worse?



Does the patient look and/or feel unwell or worse? 
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Differential Diagnosis.v2.docx
Differential Diagnosis- Critically thinking about abnormal NEWS parameters

		NEWS PARAMETER

		FINDING

		POTENTIAL CAUSES



		RESPIRATORY RATE

		Increased rate (greater than 20)

		· Physical exertion, anxiety

· Compensation for decreased lung volumes

· Pneumonia 

· COPD

· PE 

· Pneumothorax

· Acidosis (metabolic or respiratory)



		

		Decreased rate (less than 12)

		· Decreased LOC

· Respiratory depression from drugs or alcohol (opioids, benzos)

· Exhaustion in severe COPD



		OXYGEN SATURATION

		Decreased rate (less than 96% in non-COPD patients)

		· Probe sensing issues due to lack of blood flow to extremities, light pollution, or nail polish

· Decreased respiratory rate

· Decreased lung volumes 

· Obstructed airway

· Buildup of secretions, such as in pneumonia and COPD

· Decreased peripheral pulses and/or blood pressure

· Low hemoglobin levels

· PE 

· Pneumothorax

· Sleep apnea



		TEMPERATURE

		Increase in  temperature (greater than 38.0)

		· Altered LOC

· Head injury

· Heat stroke

· Side effect of some antipsychotic medications

· Systemic infection



		

		Decrease in  temperature (less than 36.1)

		· Toxicity from Alcohol, benzos, opioids

· Stroke

· Side effect of paralytic agents (NMBA)

· Thyroid dysfunction

· Post cardiac arrest



		SYSTOLIC BLOOD PRESSURE

		Decrease in systolic blood pressure (less than 111mmHg)

		· Mechanical issues (cuff size too large or incorrect cuff placement) 

· Vasodilation as caused by sepsis, anaphylactic or neurogenic shock

· Tension pneumothorax 

· PE 

· Bradycardic heart rates (arrhythmias or vasovagal)

· MI

· Hypovolemia from dehydration (vomiting, diarrhea, diuresis, poor intake) or blood loss 

· Side effects of drugs (calcium channel blockers, beta blockers, opioids, sedatives)



		See other side for Heart Rate 

And LOC







		HEART RATE

		Increase in heart rate (greater than 90)

		· Physical exertion, pain, fear, anxiety

· Compensation for hypotension 

· Tachycardic arrhythmias 

· Pulmonary embolism 

· Side effect of some drugs, caffeine

· Withdrawal

· Electrolyte imbalances (hyperkalemia, hypoglycemia)



		

		Decrease in heart rate (less than 51)

		· Hypoxia 

· Bradycardic arrhythmias or vasovagal response

· MI

· Increase in intracranial pressure 

· Hypothermia

· Side effect of some drugs (digoxin, beta blockers, calcium channel blockers, amiodarone)

· Normal physiologic adaptation in physically fit people



		LEVEL OF CONSCIOUSNESS

		Decrease in LOC (new onset confusion; patient only responds to voice, pain or is unresponsive)

		· Head trauma, ischemic or hemorrhagic stroke , increased intracranial pressures 

· Post-ictal state (post seizure)

· Side effect of some drugs (narcotics, sedatives)

· Hypoxia  

· Hypercapnia 

· Syncope

· Hypo/hyperglycemia
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