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Purpose



The purpose of this document is to provide clinical staff with clear guidelines on the measurement of vital signs, including the documentation and escalation of Early Warning Scores (EWS) in the non-acute setting.

The purpose of the vital sign and EWS sections is to improve patient outcomes by detecting and acting upon early signs of physiological deterioration in patients. This will, in part, be achieved through the measurement and documentation of vital signs and the implementation of the (EWS) system that:
improves the documentation of patient vital signs
identifies trends in patient vital signs
ensures that timely patient review and appropriate management occurs in the event of clinical deterioration.  

Back to Table of Contents
	[bookmark: _Toc389473276][bookmark: _Toc72333050]Alerts



This policy relates to the sub-acute inpatients at the University of Canberra Hospital (UCH) and should not be applied to acute patients at Canberra Hospital and North Canberra Hospital.  
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The scope relates to CHS clinical staff that work at UCH, who are measuring vital signs or making assessment of adult patients in regard to possible clinical deterioration. 

At the UCH facility, the patient will only include adults (18 yrs and older) and therefore the Adult Modified Early Warning Score (MEWS) will be used.
[bookmark: _Toc389473278]
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[bookmark: _Toc72333053]1.1 Core Vital Signs
The minimum vital signs to be recorded with each set of vital signs include:
Respiratory Rate
Oxygen Saturations (SpO2)
Heart Rate
Blood Pressure (BP)
Temperature 
Sedation Score

Alert: If a single parameter is rechecked to assess the effect of an intervention (i.e. Oxygen saturation, if oxygen has been applied) then a full set of vital signs should be done within 30 minutes. 

[bookmark: _Toc72333054]1.2 Frequency of Vital Signs
Minimum Frequency
A full set of vital signs should be documented on all patients, except Adult Mental Health Rehabilitation Unit (AMHRU) patients, at the following times:
On admission and at the time of initial assessment.
Six hourly (QID) for the first 48 hours of admission.
Twice daily for patients in the General, Neurological, Older Person’s Rehabilitation Unit and Slow Stream Ward, unless otherwise specified.
As determined and documented in clinical record by the patient’s Multidisciplinary Team.
Visual observations of each patient should occur hourly at a minimum.

Alert: For AMHRU patients, a full set of vital signs should be attended on admission and then weekly thereafter, unless a need for increased frequency is identified by the medical or nursing staff.

Visual observations of AMHRU patients should be attended to as indicated on the At-Risk Category (ARC) score.



Increased Frequency
As prescribed by a Medical Officer (MO).
If the patient’s condition deteriorates.
As per MEWS escalation plan (see Section 5).
If a family member or carer is concerned.
Post procedure as ordered.
Clinicians can increase the frequency of vital sign monitoring according to their clinical assessment. 
In some clinical circumstances more frequent or less frequent observations will be appropriate. The clinical reasoning for this should be documented in the patient’s clinical record and reflected in the observation recording system Digital Health Record (DHR) ‘electronic Adult MEWS chart’. 
In the event of Hospital Emergency Response Officer (HERO) Team activation, the patient will require five minutely vital signs. This will continue until the HERO response is complete and a management plan, including frequency of vital signs, has been documented.

Decreased Frequency
Admission status is Maintenance/Non-Acute Care (NAC).
Any decrease in frequency of vital sign measurements must only be done on the direction of the Team Leader (TL), Clinical Nurse Consultant (CNC), After Hours Hospital Manager (AHHM) or a Medical Officer (MO). This must be documented in the clinical record. 
In the event of a management plan to palliate, it is appropriate to cease vital sign recording, provided there is a clearly documented medical management plan.

A clear monitoring plan needs to be documented for each patient, including the frequency of vital signs, taking into account the patient’s diagnosis and proposed treatment.

[bookmark: _Hlk171412926]Alert: The Hospital Emergency Response Officer (HERO) Team is comprised of qualified clinical staff. A Code Blue/HERO Team Call is activated by dialling “2222” to respond to a deteriorating patient. This escalation is a single parameter track and trigger system based on a set of vital sign criteria, or clinical staff concern.
Please see the UCH Emergency Response Plan - Code Blue Medical Emergency Procedures document located on the HealthHub.
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[bookmark: _Toc72333056]2.1. Modified Early Warning Score
A Modified Early Warning Score (MEWS) refers to a track and trigger system. Vital signs are recorded at the bedside and a score is allocated to the vital signs that are outside of the normal range. The individual scores are summed to a total and can then indicate the severity of abnormal vital signs to assist in the identification of deteriorating patients. When the total MEWS is increasing this should trigger utilisation of the escalation pathway for clinical review and management of the patient (Sections 5 and 6).  
A MEWS is to be calculated each time a set of vital signs is performed.
If there is a high frequency of recorded vital signs (i.e. every 5-10 minutes) then a total MEWS is to be calculated every 30 minutes as a minimum.
A MEWS of ≥ 3 requires actions to be taken as outlined in Section 5.

Alert: MEWS does NOT replace calling HERO team. If the patient meets the Code Blue criteria a Code Blue should be called.

The vital signs are to be documented in the DHR Observation flowsheet. This data can be viewed by the end user, either numerically or graphically, to provide a visual cue to changes in the patient’s condition.
If the vital sign is outside of the documented ranges, then a numerical value will be populated and recorded.
Each vital sign is allocated an Early Warning Score, which is populated by the DHR system.

Following documentation of the completed set of vital signs, a total MEWS is calculated by adding the individual scores in each criteria (Section 4).

If an observation is attempted and no reading can be obtained, this needs to be documented in the DHR and escalated as appropriate. 

Alert: An unrecordable reading requires urgent review and a Code Blue should be considered.  Oxygen should be prescribed by a MO. If oxygen is applied or the amount of oxygen is increased, the MO must be notified to review even if the MEWS is less than 3.

[bookmark: _Toc72333057]2.2. Blood Pressure (BP)
The BP score is determined by comparing the current systolic reading and the patient’s usual Systolic Blood Pressure (SBP). The greater the difference between the patient’s usual SBP and current SBP the higher the MEWS. The patient’s usual SBP is to be recorded on the DHR Flowsheet in the space provided (Section 4).

[bookmark: _Toc72333058]2.3. Usual Systolic Blood Pressure (SBP)
The nursing staff may determine and document the usual SBP. If a usual SBP for the patient is unable to be determined, a target BP should be determined in consultation with the MO in charge of the patient’s care.

The usual SBP blood pressure is a guide and can be approximated from:
the discharge BP from a previous hospital admission or
information from the patient and family, or a general practitioner.

If a usual BP is not obtainable in the patient history, commence with a usual SBP of 130mmHg and a review by a MO within four hours of admission must be completed. There may be times when the usual SBP may change for a patient during the admission (e.g. started on an antihypertensive). If this occurs, the time and date of the change and reason for the change should be documented in the patient’s clinical record.

Alert: A manual BP reading should be obtained if the automated BP reading is outside the patient’s usual range (high or low), or if the patient has an irregular heart rate. Unrecordable BP requires urgent review, and a Code Blue/HERO Team call should be considered.

[bookmark: _Toc72333059]2.4. Variance to MEWS
The MEWS may be altered to allow for the usual vital signs relating to an individual patient’s pre-existing conditions (e.g. chronic lung disease). This is to be documented in the patient’s clinical record (by an MO only) with a valid ‘until’ date.

This variance will result in an alteration to that individual’s MEWS or Code Blue triggers.

Alert: A variance should not be used in acute conditions. Physiological changes in these cases are indicators of clinical of deterioration and escalation of treatment should apply.
[bookmark: _Toc389473284] 
Back to Table of Contents

	[bookmark: _Toc72333060]Section 3 – Modified Early Warning Scores



[bookmark: _Toc72333061]3.1 MEWS 3
If the MEWS is 3, unless otherwise specified the frequency of vital signs is escalated to a minimum of:
Hourly (or more frequently if the patient’s condition dictates) for four hours
Once the MEWS score has decreased, continue six hourly for 24 hours.

If the MEWS is 3, the patient requires a review by the TL/CNC/AHHM and Resident Medical Officer (RMO), as per Escalation Process (Section 5).

Alert: Certain patients will require more frequent observations during their period of deterioration, if their condition meets Code Blue criteria (Section 6).

Other interventions for consideration, when a patient requires escalation, include:
Carry out appropriate interventions e.g. electrocardiogram (ECG), blood glucose level (BGL).
Review Oxygen requirement.
Manage fever, pain, blood loss or distress.
Commence fluid balance chart.
Consider pathology tests, e.g. haemoglobin, lactate.

[bookmark: _Toc72333062]3.2 MEWS 4-5
If the patient has a MEWS of 4-5, unless otherwise specified the frequency of vital signs should increase as follows:
Half hourly until MEWS <3 (or more frequently if the patient’s condition dictates), then
Hourly for the next four hours (once the score has decreased <3), and then
Six hourly for the next 24 hours.

If the MEWS is 4-5, the patient requires an additional review by the Registrar, as per Escalation Process (Section 5).

[bookmark: _Toc72333063]3.3 MEWS ≥6
If the MEWS is ≥6, the patient requires a review by the Registrar, in addition to the TL/CNC/AHHM. The Consultant should also be contacted, in the first instance by the Registrar. If members of the nursing team are unable to contact the Registrar in a timely manner, they can contact the Consultant directly. The frequency of vital signs is the same as for MEWS 4-5 (see above).


[bookmark: _Toc72333064]3.4 Escort requirements
If the patient has a MEWS of ≥ 3, the following guide is to be used if the patient requires an escort out of the clinical area:
MEWS 3 - Registered Nurse (RN) or Enrolled Nurse (EN)
MEWS 4-5 - RN
MEWS ≥6 - Australian Capital Territory Ambulance Service (ACTAS) transfer patient/consumer to Emergency Department (ED).

[bookmark: _Toc72333065]3.5 Activation of a Code Blue/HERO Team Call
If the patient has had a Code Blue activation and remains at UCH, unless otherwise specified the frequency of vital signs required is a minimum of:
Half hourly for the first hour or until MEWS <4
Hourly for the next four hours (once the score has decreased), and then
Six Hourly for the next 24 hours.

If the MEWS does not decrease below 3, then hourly vital signs must be continued, and further review and escalation is required.

Alert: The MEWS chart is a tool and should be used in conjunction with sound clinical judgement.  
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Table 1: Parameters for MEWS Calculation
	[bookmark: _Hlk166683523][bookmark: _Hlk166683770]MEWS
	4/            Code Blue
	3
	2
	1
	0
	1
	2
	3
	4/      Code Blue

	Respiratory Rate
	≤4
	5-8
	
	
	9-20
	21-24
	25-30
	31-35
	≥36

	Oxygen Saturation
	≤84
	85-89
	90-92
	93-94
	≥95
	
	
	
	

	Temperature
	
	≤34.0
	34.1-35.0
	35.1-36.0
	36.1-37.9
	38.0-38.5
	≥38.6
	
	

	Heart Rate
	≤39
	
	
	40-49
	50-99
	100-109
	110-129
	130-139
	≥140

	Sedation Score
	
	
	
	
	Awake
	
	Mild
	Mod-erate
	Severe



Alert: Any observation in the ‘MEWS 4/MET/Code Blue’ zone, meets Code Blue / HERO Team Call criteria. A Code Blue / HERO Team Call should be activated by dialling ‘2222’ or pushing the nearest Code Blue emergency button.

Table 2: Systolic Blood Pressure Scoring
[image: ]
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Figure 1: MEWS Escalation process
	MEWS Escalation Table

	MEWS
	Notify
	Escalate
	Observations (unless otherwise specified)
	Intra/Inter hospital escort

	MEWS 3







	· TL/CNC/After Hours Hospital Manager 
· RMO to review within 30 minutes.
· Handover should be provided using the ISBAR clinical handover tool (See Section 7)
	After 60 minutes, if nil improvement escalate as per MEWS 4-5
	Vital signs:
Hourly 

If patient improves MEWS < 3, decrease frequency of vital signs to: 
Hourly for 4 hours, then 6 hourly for 24 hours
	RN/EN

	MEWS 4-5

	· TL/CNC/AHHM/RMO
· Registrar to review within 30 minutes.
· Handover should be provided using the ISBAR clinical handover tool (See Section 7)
	After 60 minutes, if nil review or nil improvement escalate to MEWS ≥6
	Vital signs: 
Half Hourly
	
If patient improves MEWS < 3, decrease frequency of vital signs to: 
Hourly for 4 hours, then 6 hourly for 24 hours
	RN 

	MEWS ≥6



	· TL/CNC/AHHM/RMO/Registrar
· Medical Officer to review within 30 minutes and contact Consultant.
· Handover should be provided using ISBAR clinical handover tool (See Section 7)
	After 30 minutes, if nil review or nil improvement
consider calling the HERO team 
	
	Transfer patient/consumer to ED via ACTAS 



Note:  After hours (1630 – 0830 hours) and on weekends, staff are to notify and escalate a MEWS of 3 or greater to the Medical Officer/s on duty, in conjunction with the TL and AHHM.
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MEWS score does NOT replace activating a Code Blue / HERO Team Call. If the patient meets any of the Code Blue / HERO Team Call triggers as listed in the table below, a Code Blue / HERO Team Call should be activated immediately.

Figure 1: Code Blue / HERO Team Call Triggers
	ACUTE CHANGES IN:
	PHYSIOLOGY

	AIRWAY
	Threatened

	BREATHING
	ALL RESPIRATORY ARRESTS
Respiratory Rate < 5
Respiratory Rate ≥36
SpO2 < 85% or requiring > 6 litres oxygen per minute 

	CIRCULATION
	ALL CARDIAC ARRESTS
Pulse Rate ≤ 39 
Pulse Rate > 140
Systolic Blood Pressure < 90mmHg
Systolic Blood Pressure > 200mmHg

	NEUROLOGY
	Sudden fall in level of consciousness
Fall in Glasgow Coma Scale (GCS) of > 2 points
Patient cannot be roused
Repeated or prolonged seizures

	TRAUMATIC INJURY
	Serious self harm
Serious assault
Serious accidental injury

	OR
	Any patient you are seriously worried about that does not fit the above criteria, as determined by assessment of the patient’s condition



Code Blue / HERO Team Call triggers should be used to consider the transfer of a patient to an acute facility.
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The CHS Clinical Handover Policy states that all verbal handovers will use the ISBAR method of handover. This also applies when communicating MEWS escalation for the deteriorating patient.  

IDENTIFY: Identify yourself, who you are talking to and who you are talking about?
SITUATION: What is the current situation, concerns, observations, and MEWS?
BACKGROUND: What is the relevant background?  This helps set the scene to interpret the situation above correctly.
ASSESSMENT: What do you think the problem is? 
RECOMMENDATION: What do you need them to do? What do you recommend should be done to correct the current situation?

Note: See CHS Clinical Handover Policy for guidance on clinical handover, including ISBAR.
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Outcome
· 90 % of vital signs are completed within 45 minutes in response to a MEWS 4 or above. 
· Improve percentage of occasions where RMO reviewed patient [within 30 minutes] in response to MEWS 4 or above (excluding events where CODE BLUE / HERO response activated) 
· Improve percentage of occasions where HERO response is NOT activated in response to a recorded observation in the CODE BLUE zone (Resp rate <4 or >36, O2 sats < 84, HR < 39 or > 141, severe sedation)

Measures
Rehabilitation, Aged and Community Services (RACS) UCH will evaluate the outcomes during the monthly HERO meetings. The appropriateness and effectiveness of this document will be evaluated by reviewing relevant documentation and data.

This will determine if escalation occurred in alignment with the escalation pathway and timelines stipulated in Figure 1. ‘MEWS Escalation Process’, as well as the Code Blue triggers

RACS UCH will also seek clinician feedback (medical officers and nursing) from the inpatient areas, to ensure the procedure aligns with the clinical care being provided at UCH.
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Policies
Clinical Handover Policy

Procedures
Vital Signs and Early Warning Scores Procedure
University of Canberra Hospital Emergency Response Plan - Code Blue Medical Emergency Procedures 
Diabetes Management including Hypoglycaemia, IV insulin, Infusions, and Insulin Pumps (Adults only) Guideline

Legislation
Human Rights Act 2004
Health Records (Privacy and Access) Act 1997
Work Health and Safety Act 2011

Other
Australian Charter of Healthcare Rights
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ACTAS	ACT Ambulance Service 
AHHM	After Hours Hospital Manager
BP	Blood Pressure
BGL 	Blood Glucose Level
CNC	Clinical Nurse Consultant
ECG	Electrocardiogram
ED	Emergency Department
EWS	Early Warning Score
GCS	Glasgow Coma Scale
HERO   Hospital Emergency Response Officer
MEWS	Modified Early Warning Score
MO	Medical Officer
NAC	Non Acute Care admission status
QID	Six Hourly
SpO2	Peripheral Capillary Oxygen Saturation
SBP	Systolic Blood Pressure
TL 	Team Leader
UCH 	University of Canberra Hospital
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Adult, Escalation, MEWS, Observation, Blood pressure, Vital Signs, UCH




Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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