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Appendix 1

: Patient Label
Saskatchewan fest
Health Authority NAME:
HSN:
OQRUH OQscH OspH O Other
ADULT EARLY WARNING SYSTEM (EWS) D.0.B.:
VITAL SIGNS RECORD
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Date
Time
Initials
181+ | 3
Blood Score
Pressure 161-180 | 1
(mmHg) ONLY
% based 100-160 | O
Document
systolic/ | " 9099 | 1
diastolic systolic
89orless | 3
Temperature 38.3°C+ | 3
*=Oral 37.6-38.2°C | 2
Ax—Axilla N
R - Rectal 36.1-37.5°C | 0
E—Ear 35.1-36.0°C | 2
T—Temporal 35°Corless | 3
131+ | 3
101-130 | 1
Heart
Rate 61-100 | O
41-60 | 1
40o0rless | 3
28+ | 3
21-27 1
Respiratory 1220 | o
Rate
9-11 1
8orless | 3
96%+ 0
Oxygen (COPD 88-92)
Saturation 91-95% | 1
90% or less despite O, | 3
Roomair | 0
Oxygen K
Delivery Supplemental O, (L/min) | 1
Not responding to supplemental oxygen | 2
Alert/Normal sleep | 0
Le\!el of Drowsy; easytorouse | 1
Consciousness -
(Loc) New onset of confusion | 1
Somnolent; difficult to rouse | 3
EWS Score
See Progress Notes (¥')
Pain Scale (0-10)
Sedation Score (S, 1, 2, 3, 4)
Right
Sensory Levels
Left
Motor Function (0, 1, 2)
Weight (kg)
Stool
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EWS Escalation Process:

Refer to and follow this algorithm every time a patient is scored.

NAME:

Patient Label

HSN:

D.0.B.:

{ N
GREEN YELLOW ORANGE RED
0-2 3-4 5-6 L 7 or higher )
Screen for SEPSIS Screen for SEPSIS ( Notify charge nurse )
using Sepsis Trigger using Sepsis Trigger Consider transfer to higher level of care
Riz;igizq:d Tool & follow process Tool & follow process \
i . L. : P
f criteria met if criteria met
minimum 12 hours ‘ frertert ‘ 1 1
OR if condition ;
changes - 4 RUH  SPH SCH
I:Iotlfy Ic h(:rge nurse ( Notify charge nurse h Notify MRP Notify MRP Call
0 evalua etn:r’jlng to evaluate nursing using EWS or Hospitalist Outreach
e (RN or assignment (RN or SBAR for Based on using EWS
9 ) J LPN) ) immediate time °£€:SV SBAR for
’ assessment using immediate
SBAR for assessment
Reassess and rescore immediate
in 4 hours OR less if 4 . i assessment
condition changes th{fy cov‘enng
physician using EWS
Uv SBAR for a definitive
( If patient is scoring 3 -4 ma.nagement plan Call Outreach
after two assessments SCH aiso cal if MRP unable || Notify MRP
review with covering outreach to attend

\_ physician using EWS SBAR

|

: 2

A If unable to escalate care follow SBAR Troubleshooting (page 2 of EWS SBAR)

¥

L

Reassess and rescore
in 4 hours OR less if
condition changes

Reassess and rescore

in 1 hour OR less if
condition changes

2

Monitor and reassess frequently
according to patient acuity

Inform the patient and family of any change in status and management plan.

NOTE:

should lead to escalation regardless of score.
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Frequency of observations can be increased at the discretion of the clinical team. Concern about the patient
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