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Purpose
Followingthis procedurewillhelptheTrust to:-

e Standardize practice for all clinical staff in the early recognition and response
inthedeteriorating patient.
FacilitateearlydetectionbyusingtheEarlyWarningScore(EWS)toolfortheappro
priateand timelymanagementofclinicaldeterioration.

Reduce clinical risks associated with inappropriately managed
clinicalconditions
. Whothisprocedureappliesto
This clinical procedure applies to all clinical staff employed by
INODAYAHospitalsKakinadaandworkingwithininpatientsettingsincludingthecaredeliv
eredtoadults.
2.1 RolesandResponsibilities

Role Responsibility

Medical Director Responsible for the development, review and monitoring of
thisprocedure and practice standards in physical healthcare and

fortheprovisionof appropriatetrainingandeducationtosupportthe
deliveryof physicalhealthcare.

Medical Staff e ReviewingEarlyWarningScorechartsonaregularbasis.
(includingPhysical
HealthcarePractitioners
whereavailable)

e Discuss frequency of recording and requirements to re-
setindividualpatienttriggersaspartof
treatment/careformulation and Multi- Disciplinary Team
(MDT) reportouts.

Responding to any staff concerns and to see the patient:-
Ifthescoreremains 1-4afterhours

Immediately if score 5 and above on call medical staff
ifnotonsitemustrespondpromptlyand consider

= Verified by: W
Prepared by: /ﬁ//}//( Approved by:

IDr.D.N.S.Prakash Mrs.G..Lakshmi Lavanya Dr.G.Rammohan

Medical Director Accreditation Coordinator Managing Director

Pagelof 19



Inodaya Hospitals -Kakinada Documentationcode:
INH/AAC.-Doc.No:12

) lnoda a Policy on Detecting early warning signs  [Prepared Date: 05/09/2023
; y ofclinicaldeterioration issue date: 05/09/2023

Hospna‘s Reference:AAC.5.e.NABHStandards- 5"Edition

Issue No:2 Review NO:01 Review Date: 04/09/2024

advisingstafftocallemergencyservicesifappropriate.Att
end relevant trainingtothisprocedure.

Ward Managers Ensuring that staff has appropriate training and that
[NurseSupervisor theNational Early Warning Score process is adhered to and that
s theNational Early Warning Score is discussed regularly at
reportouts/wardrounds.

Attendrelevanttraining tothisprocedure.

RegisteredNurses e Ensure the appropriate completion of the Early
WarningScoreas perthisprocedure.

Followtheprocedureforescalatinghighscores

Attendrelevanttraining tothisprocedure.

3. Procedure

3.1 Introduction:
Physicalhealthdeteriorationcanoccuratanystageof apatient’spathway.Suchas

Duringtheonsetof infectionorillness

Duringprocedures

Duringchangesof medication

Afterafall

Duringaperiodof deteriorationoftheirmentalhealth

During an exacerbation of a physical long term condition e.g.
Diabetes,Chronic Obstructive Pulmonary Disease (COPD), Cardio

Vascular Disease(CVD)
Patients who physically deteriorate present with abnormalities that

aredetectablebysimplemeasurementofphysiologicalobservations.Vigilantclinical
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staffwhoaretrainedtorecognizeandrespondtothesesigns,canpreventfurtherdeteri
oration.

BackgroundtotheDevelopmentoftheEarlyWarningScore

This standardized approach was created to enable a process of recording,
scoring,recognizing and responding to changes and/or deterioration in patients
with acuteillness.

The effectiveness of embedding a Early Warning Score system is based on
twoassumptions: -

a. Registered Nurses have the knowledge and skillstoregularly
recordphysiologicalobservationsusinganagreedEWSobservationchart.
b. If a patient deteriorates, the Registered Nurse must escalate
physicalhealthcareconcernsappropriatelyaccordingtotheEarlyWarningSc

oresystem

BenefitsofusingaEarlyWarningScoringsystem: -

Improvesthequalityofpatientobservationandmonitoring
Improvescommunication

Allowsfortimely discussionstosupport clinicaljudgement
Aidssecuringappropriateassistanceforpoorlypatients
Givesagood indicationof physiologicaltrends
Providesasensitiveindicatorof abnormalphysiology
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3.3 WhatistheEarlyWarningScore:

The Early Warning Score is based on a simple scoring system in which a score is
allocatedto six physiological observations (see below). Each individual observation
generates ascore. When all six scores are added together, this provides the overall EWS
which is settotriggerwhenapatientisacutelyunwellorhasabnormalphysiology

Physiologicalobservation Howtomeasure Howtorecord

RespirationRate Countrespirationsforiminute.Trynottolet Enterratein
patientknowyouarecountingasthismayaff numbers.
ectrate.

OxygenSaturations(Sats Usingpulseoximeter. Enterpercentage
/SpO,) Enter tick
forpatienton

0,

Temperature Using digital equipment: Enter

tympanicthermometerornon- actualfigure

contactinfrared >

digitalthermometer.
SystolicBloodPressure(BP) | Usingdigitalormanualequipment(theNEWSiscalc | Enter
ulatedusingthesystolicreading-thetop actualfigure
number). s
HeartRate(Pulse) Heart rate and rhythm is recorded manually Enter
bycounting the beats felt at the wrist for actualfigure
oneminute. Although a digital BP and Sats S.

monitorwill record a heart rate, manual Indicatereg
recording isthepreferredstandard. ularrate

(r)and
irregularwith(i)
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Level of The patient is alert. The patient displays Tick
Consciousness(ACVPU newconfusionor agitation. appropriatebox
= Alert, V- The patient responds to verbal
NewConfusion,Voice,P stimulation.P- The patient responds to painful
ain, stimulation(squeezepartofthetrapeziusmuscle
Unresponsive) inthe
patient’sshoulder).
U-Thepatientiscompletelyunresponsive.

EARLYWARNINGSCORES -ADULT

Physiological
Parameters

Respiratory
Rate(permin

)
SpO2
ScaleSaturatio
n1(%)

>96

88-92

Sp02
ScaleSaturatio
n2(%)

>93 onair

Airoroxygen?
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Temperature(°C) 35.1-36.0 36.1-38.0

Systolic
BP(mmH
g)
Heart
Rate/Pulse(p
ermin)

101-110 111-219

111-130

Level
ofConsciousn
ess

(Responseto)
(A:ThepatientisAlert

C:ThepatientdisplaysneworincreasedConfusion /Newdisorientationornewagitation.
V:ThepatientresponsetoVerbalStimulationonlyP: The
patient response to Painful al Stimulation

onlyU:Thepatientiscompletelyunresponsive)
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EWSCORE Clinicalrisk Response

Aggregatescoreo—4 Low Ward-basedresponse

RedscoreORScoreof3in Low- Urgent ward-based response by a clinician or

any individualparameter | medium teamwithcompetenceintheassessmentandtreatm
ent of acutely ill patients and in
recognizingwhentheescalationofcareto a
criticalcareteam

isappropriate

Aggregatescore5-6 Key threshold for urgent response by a clinician
orteam with competence in the assessment
andtreatmentof acutelyillpatients
andinrecognizingwhen the escalation of care to a
critical care teamis appropriate

EWScore Frequency Clinicalresponse
ofmonitorin

g

Minimum12hourly ContinueroutineEWSmonitoring

e Inform registered nurse, who must
assessthepatient.

e Registerednursedecideswhetherincreased
frequency of monitoring and/or escalation
ofcareisrequired
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) Registered nurse to inform medical team
in
> Minimum1hourly caringfor the patient, who will review and

SinglePara . . .
f decidewhetherescalation of careis necessary
meter

e Registerednursetoimmediatelyinformthem
edicalteam caring forthepatient.
Registered nurse to request

Minimum1hourly urgentassessment by a clinician or team

EepensET with corecompetencies in the care of

hreshold acutely illpatients.

Provide clinical care in an environment

withmonitoringfacilities.

Total 5 -
6Urgentr
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EARLYWARNINGSCORES -OBSTETRIC

SCORE

Responds Response
tovoice topain

CONSIOUSLEVEL

RESPIRATION

25-29
(Breaths/min)

PULSE 41-600R 111
101-110

(Beats/min) TO129

SYSTOLICBP
100-140 141-160 91TO99
(mmofhg)

DIASTOLICBP

(mmofhg) 70T0 90 91TO99 100 TO109

TEMPERATURE

o 36 -37 <35.50R 237.5 <350R 238

0,
SATURAT >96

ION(%)
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Has
notpassed
urineinlast4
hrs

URINEPROTEIN No ++

Has passed Has not
urineinlast4hr | passedurinelas
S t3 hrs

URINEOUTPUT

AMNIOTICFLUID Clear/Pale Red/MildGreen Darkgreen

FHR 120-160b/min 110-120/160-170 <100->170

High

firm and fundus,bleedin
UTERUS wellcontracte gcontinues
duterus whenmassage
isstopped

Flaccid
andboggyut
erus

Moderateble
eding>500ML
.H/O Large
bleedingdisorde | clotsand>100
rs, Looksunwell | oML

BLEEDING Minimalbleeding
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3.4 RecordingtheEarlyWarningScore.
3.4.1 Documentation:

¢ Tofacilitatestandardizationofrecording,acolorcodedEWSchartmustbecom
pleted.
e New Early Warning Score Chart (Adults) all entries must be dated and
timerecordedin the24hours format.
3.4.2 FrequencyofMonitoring
Asastandardthefollowingprinciples whendecidingthefrequencyofrecording

EWS,howevereachpatientshouldbeassessedonanindividualbasis.

e The EWS must be completed for all patients on admission to Inpatient
Unitsincluding ICU’s, HDU and wards in order to establish a baseline. All
patientswill have EWS recorded twice daily until reviewed by the Rapid
ResponseTeam [ MET team.

TheRapidResponseTeam/METteam
and/orPrimaryConsultant/Treatingconsultant /consultant will agree
frequency of monitoring which will formpartofanindividual intervention
plan.
Increasethefrequencyofmonitoringwhenapatientdisplaysanychangeinphysi
calormental healthgiving cause forconcern.

Increase the frequency of monitoring in accordance with the table on
thebackof theEWSchart.

For patients confirmed to have hypercapnic respiratory failure prior to
orduring their current hospital admission, and are requiring
supplementaloxygen, a prescribed oxygen saturation target range of 88-
92% isrecommended. In such circumstances the dedicated SpO2 scoring
scale(Scale2)ontheEWS chartshouldbeusedto
recordandscoretheoxygensaturationfortheEWS.
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ThedecisiontouseScale2shouldbemadebyacompetentclinicaldecisionmaker
and should berecordedin thepatient’s clinicalnotes.

Inall othercircumstances,theregularEWS SpO2(Scale1)shouldbeused.
Fortheavoidanceof
doubt,theSpO2scalenotbeingusedshouldbeclearlycrossedout on thechart

3.4.3 AdditionalConsiderationswhenMonitoringandinterpretingEWs
e Always consider the patient’s normal baseline observations and the

viewsof theclinical teamtoassistyourclinicaljudgement.
RemembertheNEWS isonlyonewayof
detectingearlydeteriorationinapatient’s physical health. There are other
scoring systems such as theGlasgow Coma Scale(GCS)
EWSshouldbecalculatedevenifallsixphysiologicalobservationscannotbe
measured as individual scores can also be an early warning sign
ofdeterioration.
Patients may refuse to have their physiological observations measured
foravarietyofreasons.Thisshouldberecordedon
theEWSchartandfurthermonitoringattemptsmust berecorded
inPhysicalHealthcase-note.
It is important to clearly document and report a recorded high
bloodpressuretoamemberofthemedicalteamforfurtherreview(over140/90
although this may not trigger a score on the EWS chart). Medical
staffand/or Doctors to follow cardiovascular risks (Hypertension and
HighCholesterol)Guideline fortreatment advice
Consider Sepsis (infection) as a cause for deterioration. Sepsis is a life-
threateningconditionthatariseswhenthebody'sresponsetoaninfectioninjur
es its own tissues and organs. Sepsis affects all age groups and
canpresentin anyclinicalarea thereforestaffvigilanceiscritical.
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SignsofSepsisinclude:

» Slurredspeech

» Extrememusclepain

» Passingnourine

> Severebreathlessness

> |“feell mightdie”

» Skinmottledordiscolored

» Assesstemperature,heartrate,respiratoryrate,bloodpressure,levelofcon
sciousness and oxygen saturation in young people and adults
withsuspectedsepsisand completetheEWS.

e IfEWSis5oraboveTHINKSEPSISandescalateaccordingly

Examine people with suspected sepsis for mottled or ashen
appearance,cyanosisof theskin,lipsortongue,non-blanchingrashof
theskin,anybreachof skin integrity (for example, cuts, burns or skin
infections) or other rashindicatingpotentialinfection

3.5 InterpretationandResponsetoEWS

3.5.1 InterpretationofEWS
e Once the physiological observations have been recorded and
documentedon the appropriate EWS chart, an individual score for each of
the sixphysiological observations is generated which when added
together willprovide the overall Early Warning Score. The EWS system
categories andcolourcodes thescores as either:-
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Low score( Coloursrepresentseverityof
declineinphysicalhealthandshoulddetermineurgencyofclinical
response.

Mediumscore(
Highscore(Red)

e Atablerepresenting the EWS scoring system can be found on the back page of
eachof the appropriate EWS chart. If there is any doubt about the score seek
additionalguidancefromamedical ornursingcolleague orQualityDepartment

e Asingle score of 3 on one of the six physiological observations must trigger
urgentmedical attention.

Patients receiving supplementary oxygen at the time of monitoring should have
2added to the overall Early Warning Score. Oxygen can be applied in an
emergencysituation if oxygen saturation is 93% or less. This should be administered
using a non-re-breathe mask (with reservoir at 15 liters per minute). In an
emergency situationoxygen may be administered under the Protocol
forAdministration of Oxygen in anEmergency Situation by any member of staff who
has undertaken First ResponseTraining. The Ambulance Service must be called
when a patient requires emergencyoxygen.

Ifapatientdisplaysnewconfusion,whichincludesdisorientation,agitation,delirium,or
any new alteration to mental state at the time of monitoring, a 3 should be addedto
theoverall EarlyWarning Score

3.5.2 ResponsetoEWSTotal
AEarlyWarningScoretotalmayhit
anagreedthresholdandtriggeraresponse.Thereareagreedclinicalresponsesforoveral
Iscores(seebackofEWS chart).
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Shouldthescoretriggeraresponseandif youareconcerned,thereare3
additionalconsiderationsthatcanbemadeandshouldbedocumentedonParis (seebelow):

AdditionalConsiderationsifNEWSTriggers

Painassessment(ask the patient)
BM(bloodglucose)

Passedurine(ask thepatient)

DocumentresponseontheEWS chart(escalationplan)

3.5.3 PrinciplesforUsingSituation,Background,Assessment,RecommendationandDe
cision (SBARD) ToolwithinNEWSProcedure

* When communicating concerns with another member of staff, the

SBARDtoolshouldbeusedasstandardanddocumentedinthePhysicalHealthCas
enote/CaseSheet.

TheSBARDtoolisbasedonthefollowingprinciples:

» This is a nationally recognized tool for rapid, effective
communicationduringurgent situations.

» Thetoolhasbeenincorporatedonto thebackpageof eachof
theEWScharts.

» Inadequate verbal or written communication is recognized as being
themost common root cause of serious clinical errors. Therefore
including arecognizedcommunication toolwithin aEWS chart is critical.
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» Using the SBARD tool can help prevent breakdowns in verbal and
writtencommunication by building a common language platform
forcommunicating critical events, thereby reducing barriers to
communicationbetweenhealthcareprofessionals.

Recognize and Respond to the Deteriorating Patient: Quick Reference
GuideThestandardsforrecognizingandrespondingtothedeterioratingpatienthav
ebeen incorporated into a visual quick reference guide to be displayed
withininpatient areas (clinic room). This can also be used as a tool when
supportingstaff withimplementingtheprocedure(Appendix2).

Definitions
Term Definition

Ambulatory Capableofwalkingandnotbedridden.

Cardio CVD is a general term that describes a disease of the
VascularDiseas heartor blood vessels. Blood flow to the heart, brain or
e(CVD) body canbe reduced as the result of a blood clot
(thrombosis), or bya build- up of fatty deposits inside an
artery that cause
thearterytohardenandnarrow(atherosclerosis).Thereare
fourmaintypesofCVD:coronaryheartdisease,stroke,peri
pheralarterial disease andaorticdisease.

Chronic COPD is the name for a collection of lung
ObstructivePulmon diseasesincluding chronic bronchitis and

ary Disease(COPD) emphysema.
PeoplewithCOPDhavedifficultybreathing,primarilydu
eto

thenarrowingoftheirairways.
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Diabetes Diabetes is a lifelong condition that causes a
person'sbloodsugarleveltobecometoohigh.Therearetwo
main
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typesofdiabetes-typeidiabetesandtype2diabetes

EarlyWarningScore( The Early Warning Score is based on a simple

EWS) scoringsystem in which a score is allocated to six
physiologicalobservations. Each individual observation
generates
ascore.Whenallsixscoresareaddedtogether,thisprovidesthe
overallNational EarlyWarning Scorewhichis setto

trigger when a patient is acutely unwell or has
abnormalphysiology.

Glasgow Coma The Glasgow Coma Scale or GCS is a neurological scale
Scale(GCS) thataims to give a reliable, objective way of recording
theconsciousstate ofa person forinitialaswell as
subsequentassessment.

NeurolepticNaive Apersonwhohasnevertakenantipsychoticmedicationbefore.

ParenteralAd Takeninto thebodyoradministeredinamannerother
ministration than through the digestive tract, as by intravenous
orintramuscularinjection.

Physiological Physiologicalobservationsareessentialrequirementsfor
Observation patient assessment and the recognition of
clinicaldeterioration.

Sepsis Sepsis is a life-threatening condition that arises when
thebody's response to an infection injures its own tissues
andorgans.

Sepsiscanleadto
septicshock,multipleorganfailureanddeath especially if
not recognized early and treatedpromptly.
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Situation,Background | Nationally recognized tool for rapid,
,Assessment,Recomm | effectivecommunicationduringurgentsituatio
endationand ns.

Decision
(SBARD)communic
ationtool
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RAPIDRESPONSETEAM:/METTeam

All though based on patient’s age, physiological parameters and Early Warning Score, RNshall
appropriately respond and shall escalate the issue to the CONSULTANT/Physician onduty, we have
a separate team for identifying early warning signs of clinical
deteriorationforinitiatingpromptinterventionduring theirrounds inwardsdaily.

Teammembersconstitute.

1. Intensivist on Duty
Doctoron duty
Nursingsuperintendent
InchargeNurse
Pharmacist

Annexure: 1 - Early Warning Score
sheetAnnexure: 2 — EWS Monitoring
SheetAnnexure:3-
GlasgowComaScaleChartAnnexure:4 - SBAR
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