The New CCDHB Vital Signs Chart & Early Warning Score

CCDHB'’s adult Early Warning Score (EWS) and vital sign charts will be changing soon.
We have an anticipated launch date of 21°* September 2015.

Why are the EWS and vital sign charts changing?

The current charts were designed before large vital sign datasets were available. Since the
publication of several studies, we are now able to determine the sensitivity & specificity of
certain vital signs in predicting patient deterioration. The Royal College of Physicians (UK)
have recommended an EWS (the ‘National’ EWS or NEWS) that is best calibrated to recognise
deteriorating patients. CCDHB’s new charts are based on the NEWS parameters but modified
for a New Zealand setting with the inclusion of Medical Emergency Team (MET) calling
criteria for extreme single vital sign parameter abnormality.

What’s changing?
1. There will be 7 parameters that are scored & form the basis for the new EWS (new
parameters are shown in bold):
o Respiratory rate
Oxygen saturation (from a pulse oximeter)
Supplemental oxygen administration
Temperature
Systolic blood pressure
Heart rate
Level of consciousness
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Any patient receiving supplemental oxygen automatically scores 2, regardless of flow rate.
Such patients should be regularly reviewed for their continued need of oxygen therapy. If it is
no longer needed, it should be removed. Oxygen is a drug & oxygen guidelines mandate that
is be prescribed by a doctor prior to administration except in an emergency. As with all
therapy, it should be titrated to effect (oxygen saturation).

Urine output no longer carries a score. It is still an important tool in assessing patients and is
therefore included beneath the EWS part of the chart. We have made it easier to determine
urine output in non-catheterised patients.
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2. The EWS weighting of each vital sign are different to those on the current charts:

New EWS Matrix

Wellington Early Warning Score Matrix
MET 3 g 3 | MET
BLUE -ORANGE YELLOW WHITE YELLOW ORANGE- BLUE

Resp Rate <5 5-8 9-11 12-20 21-24 25-35 >35

SpO0: <91 92-93 94-95 >96
Supplemental YES NO
(0}
Temp <35.0 35.0-35.9 36.0-37.9 38.0-38.9 =239.0
Sys BP <70 70-89 90-99 100-109 110-219 >220
Heart Rate <40 40-49 50-89 90-110 111-129 130-139 >140
Level of Alert Voice or Unresponsive

Consciousness

Pain or fitting



3. The thresholds for triggering an EWS have increased, because the number of parameters
scored has increased from 5 to 7. Any EWS 10+ or any vital sign in the BLUE zone
mandates an immediate ‘777 MET’ call.

Indicator Mandatory Action
YELLOW Any vital sign in the yellow Manage pain, fever or distress. Increase
zone or total EWS 1-5 frequency of vital sign monitoring
Any vital sign in the orange House officer review within 60 minutes.
ORANGE zone or total EWS 6-7 Discuss with nurse in charge and inform PAR
Acute illness or unstable nurse. Increase frequency of vital signs
chronic disease monitoring.
Any vital sign in the red zone Registrar review within 20 minutes &
or total EWS 8-9 ) consider ICU referral. Inform PAR nurse,
) ) ) house officer and nurse in charge. Increase
Likely to deteriorate rapidly frequency of vital signs monitoring.
Any vital sign in the blue zone i n s ,
or total EWS 10 or more Dial 777, state Mec_llcal Emergenc_y Team' &
B LU E give your location. Support Airway, M ET
Immediately life threatening Breathing & Circulation

critical illness

The new escalation pathway, as with the current pathway, is MANDATORY. The rationale
for any deviation from this protocol must be documented in the patient’s clinical record.

4. The current ‘Modification to EWS’ box is restrictive and can be used only once per
parameter. The new version has more space to write and can be used multiple times.

Medical Staff Modification to Early Warning Score (EWS) Triggers

The EWS can be changed to prevent chronic disease incorrectly triggering escalation.
This can only be authorised by a Consultant or Registrar and should be regularly
reviewed by the primary team. Ignore any modification that is not signed & dated.

vital Sign Accepted Values & Doctors name,

Modified EWS designation & contact details

NOT FOR CPR NOT FOR MET

/ /
/ | /
/ | /
/ | /

All limitations must be documented in the patient’s clinical record.

For patients who are clinically stable with abnormal vital signs, or for whom their chronic
health condition, the EWS may be modified to prevent over-triggering & subsequent
unnecessary review. This can only be authorised by a Consultant or Registrar and should
be regularly reviewed by the primary team. Any modification that is not named, signed
and dated will be ignored by nursing staff. Any treatment limitation must be
documented in the clinical record — the tick-box on the vital signs chart does not replace
this process but is merely to act as an ‘aide-memoire’.



‘Modification to EWS’ must never be used to normalise abnormal vital signs in clinically
unstable patients, or to deter ward staff from seeking help by placing a MET call. The use
of the ‘Modifications to EWS’ box will be regularly audited to ensure it is not being used
to normalise the abnormal.

EWS training & policy

An online EWS training module is in development which will become a core requirement
for all medical and nursing staff in late 2015. The EWS policy is also being updated & will
be available on CapitalDocs as the ‘Adult & Paediatric Vital Sign Measurement, Early

Warning Score and Escalation’ Policy.

If you have any questions about the new EWS and vital sign charts please contact Dr Alex
Psirides (ICU SMO: alex.psirides@ccdhb.org.nz #6137), Jason Elliott (PAR team:
jason.elliott@ccdhb.org.nz) or Sarah Imray (PAR team: sarah.imray@ccdhb.org.nz)




