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ESCALATE CARE FOR ANY PATIENT YOU, THEY OR THEIR FAMILY ARE
WORRIED ABOUT, REGARDLESS OF VITAL SIGNS OR EWS

Mandatory escalation pathway
Total Earty Warning Score [EWS) Adtion

= Manage pain, fever or distress
* Increase frequency of vital sign monitoring

House officer = Inform nurse in charge
L review within - Refer to Patient At Risk
Aoute illness or unstable 60 minutes [PAR) nurse #6785
chronic disease Increase frequency
of vital signs

EWS 8-9 Registrar review * Document plan )

orany vitsl sign inedzone | Within 20 minutes  including intervention,
- BEsuggesticu escalation & review

Likzly to deteriorate rmpidly raferral timeframe

FarmilyMame:

EWS 10+ = Dial 777
or any vital sign in blue zore . state ‘Medical Emergency Team’
Immediately life then give your location o
threatening crifical itnesz |~ SUpport Airway, Breathing & Circulation

Modification to Early Warning Score [EWS) Triggers
The EWS can be changed to prevent chronic disease inoomedty triggering esclation.
Al modifications must be made in ne with hospital palicy and
reulary reviewed by the primary team.
Ignore amy modification that is not signed and dated.
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Any trestment limitations must be documented in the patient’s dinical record.
& full set of vital signs with cormesponding EWS must be taken and caloulated each

time at 3 frequency stated in hospital policg If there i no timely response to your
request for review, escalzte to the next coloured zone.
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(1) 23/09/04

Overnight: EWS 8.
REG & PAR reviews

PATIENT A 2018

(3) 24/09/04

Overnight: RN concerned re: pt

EWS 777: MET call for any patient you are
seriously concerned about

23/09/04 12:30
Patient ‘A’
Admitted to ED
with “asthma”

(2) 24/09/04
Daytime: EWS 9

PAR & REG review

25/09/04 6am
Patient ‘A’
Unresponsive
Died

ed
(4) 24/09/04

RR >60. EWS 777
EWS trigger mandates 777 MET call

NN



