
Resident At 
Risk 

The National Early Warning Score (NEWS) and 
Monitoring Vital Signs 

 



Schein et al 

• 64 consecutive ward patients requiring CPR 

 

• 84% clinical deterioration 8 hours before arrest 

 

• Pathophysiology mainly respiratory or metabolic 

 

• 8% discharged from hospital 

 

• Conclusions- Cardiac arrest is predictable and 
preventable 

 

Schein et al. Clinical antecedents to in-hospital cardiopulmonary arrest. Chest 1990;98:1388-92 



Franklin et al 

• 150 Consecutive medical patients sustaining cardiac 

arrest 

• 66% deterioration 6 hours before arrest 

• 9% discharged from hospital 

• Causes- Failure to notify clinician, failure of clinician to 

act appropriately, ICU failure to stabilise 

• Conclusions- Cardiac arrest is predictable and strategies 
to prevent recommended 

Franklin et al. Developing strategies to prevent in-hospital cardiac arrest:analysing responses of 

physicians and nurses in the hours before the event. Crit Care Med1994;22:244-7 



Goldhill et al 

• PAR Team established 

 

• Patients seen by PART had a CPR rate of 3.6% and 
25% mortality overall 

 

• Patients not seen by PART had a CPR rate of 30.4% 
and a mortality rate of 45% 

 

 
Goldhill et al. The patient at risk team: Identifying and managing seriously ill ward patients. 

Anaesthesia1999;54:853-860 



Early Warning Scores 

 

• Initial description of an EWS 
• 5 point acute physiology score 
• Retrospective and prospective analysis to set a 

trigger point 
• Introduced into routine clinical use on wards 
• ‘Led to much earlier appropriate referral’ 

 
 
 

Morgan et al. An EWSS for detecting developing critical illness. Clinical Intensive Care 1997;8:100 

 



Modified EWS 
 

• respiratory rate 

• systolic blood pressure 

• pulse rate  

• temperature  

• a simple assessment of level of consciousness  

High scores were associated with a significantly 
increased risk of death (odds ratio 3.8) and ICU 
admission (OR 5.8).   

 High respiratory rate was the single most sensitive 
measure. 

Subbe et al. Q J Med 2001; 94: 521-526. 



PHYSIOLOGICAL 

PARAMETERS 
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National Early Warning Score (NEWS)  
and Sepsis…………………..2 red boxes 



  

NEWS 

SCORE 

  

FREQUENCY OF 

MONITORING 

 

CLINICAL RESPONSE 

  

0 

 

Perform observations and NEWS 

daily for first 3 days of admission 

 

 

Continue routine NEWS monitoring with every set of observations 

  

LOW 

  

  

  

Total: 

1-4 

  

  

Patient should have a specific 

management plan which describes 

usual parameters and has been 

implemented by the ANP or GP. 

 

If NEWS is outside set parameters 

  

       4 hourly observations 

       Contact Airedale Digital Care Hub (Telehub) 

 

  

MEDIUM 

  

Total 5 or more 

  

Or 

  

3 in one 

parameter 

  

Patient should have a specific 

management plan which describes 

usual parameters and has been 

implemented by the ANP or GP. 

 

If NEWS is outside set parameters 

  

       Hourly observations 

       Immediately contact Airedale Digital Care Hub (Telehub) 

  

  

HIGH 

  

  

  

  

Total 7 or more 

  

  

Patient should have a specific 

management plan which describes 

usual parameters and has been 

implemented by the ANP or GP. 

 

If NEWS is outside set parameters 

        Immediately repeat observations and NEW score 

        Immediately contact Airedale Digital Care Hub (Telehub) 

  

Arrange urgent transfer to acute hospital if appropriate and patient 

consents 



SEPSIS – COMMUNITY 
SCREENING AND ACTION TOOL 

Sepsis is a life threatening condition that arises when 
the body’s response to an infection injures its own 

tissues and organs.  
 

Sepsis leads to shock, multiple organ failure and 
death especially if not recognized early and treated 

promptly. 
 

 Screening, early intervention and immediate 
treatment saves lives. 

 
 Adapted from a resource by The UK Sepsis Trust 
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How to monitor a respiratory 
(breathing) rate 

 
and why 

 
Following slides from Kay Ford, Health Education England 

 



Function of the respiratory system  
Respiration 
The most sensitive and earliest indicator that there is a deterioration in a person’s condition 
Gain base rate respiration on admission as this will give you what is ‘normal’ for the person 

 

Function of the respiratory system  
Allows us to breath in oxygen which is used by cells throughout the body to create energy 
By product of respirations carbon dioxide which has to be eliminated by the body quickly – this is 
done when we breathe out  

 

The respiratory tract 



Lungs are made up of tiny air sacs called alveoli where 
gas exchange takes place  
The exchange is oxygen and carbon dioxide across the 
respiratory membrane into the blood 

Gaseous exchange in the lungs  









How to do a saturation and why 



How to monitor a heart 
rate/pulse and why 



Arteries are made up of 3 elastic layers and a hollow 
core (lumen) 
 
As blood is pushed out of the heart into the lumen of 
the arteries a pressure wave is created  
 
This stretches the elastic walls of the artery creating a 
pulse 



 A pulse can be felt in 
arteries that lie near 
the surface 

 By pressing the artery 
against firm tissue, 
such as bone, you can 
feel the pulse 

 The pulse rate is the 
same as the heart rate 

 A normal heart rate of 
an adult is between 
60-90 beats per 
minute 



• The radial pulse can be felt at the wrist just below the 
thumb, so palpate it with 2 or 3 fingers as shown.  

• Count the pulse for 60 seconds initially, this will allow 
you to also detect any abnormalities in rhythm and 
strength. 

• Rhythm – is the pulse even or irregular? Is the volume 
– strong/weak/ easy to feel? 

• Associated condition – skin clammy/dry/sweaty 

• Inform and escalate concerns  
 



How to monitor a blood 
pressure 

 
and why 



High Blood Pressure 





Blood pressure is taken for various reasons 
•To determine the blood pressure on admission for a 
baseline measurement 
•Deterioration of existing condition or when general 
deterioration of health 
•Routine health check e.g diabetic monitoring 
•Following a fall or change in medication or  
•when monitoring fluctuations in BP  

 
What do the numbers mean? 
The top figure - pressure that is exerted on the  
artery walls when the heart has just beaten (systolic BP) 
The bottom figure - background pressure in the arteries 
when the heart is at rest (diastolic BP) - 140 /80 mmHg  



Blood pressure may be defined as the force exerted 
by the blood against the walls of the vessels in which 
it is contained 
 
In healthy people there is little difference between 
lying, sitting and standing  BP  measurements 
 
Postural Hypotension  
is more common in the elderly and those taking BP 
medication and if present, can lead to a SIGNIFICANT 
drop in BP when STANDING up from SITTING or 
LYING and can make your resident feel faint, dizzy or 
lead to unexplained falls 



What other vital signs are useful 
and required for a NEWS 



Homeostasis and temperature control 
• The core temperature is set and regulated  
• by the hypothalamus 
• A relative constant temperature is maintained by 

Homeostasis 
• This is a constant process during heat loss and heat 

gain 
• Normal body temperature is  
36.8⁰C (+/-0.7 ⁰C) 
• This is vital to maintain essential   
body function 

Temperature  









Uses infra-red sensor to 
record the temperature of the 
tympanic membrane via the 
ear canal 
 
Now regularly seen in practice 
since the decline of mercury 
thermometers  



AVPU 
 
 
A = Alert 
 
V = responds to Voice only 
 
P = Responds to Pain only 
 
U = Unresponsive 

 

 



When communicating your 
findings: SBAR 
 
SITUATION: Identify yourself and patient and give a 
concise statement of the problem 
BACKGROUND: Give the important information relating 
to the situation including the results of the observations 
you have made and any relevant history 
ASSESSMENT: Tell them what you think may be going on 
RECOMMENDATION: Be clear to the what you are 
requesting, what action you want them to take and when 
you want this to take place. 



 

 

 

 

Situation 
• Identify yourself and the site/unit you are calling 

from  

• Identify the resident by name and the reason for 
your  concern  

• Describe the specific situation about which you are 
calling, including the resident's name, date of birth 
or NHS number, resuscitation status, and vital signs if 
you are able to monitor them.  

For example:  

  

  
 

 
 

"This is Lou, a registered nurse at The Grange. The reason I'm calling is that Mrs 
Taylor in room 225 has become suddenly short of breath, her oxygen saturation 
has dropped to 88% on room air, her respiratory rate is 24 per minute, her heart 

rate is 110 and her blood pressure is 85/50.” 



• Explain significant medical history  

• Overview of the patient's background: date of 
admission, prior procedures, current medications, 
allergies and other relevant diagnostic results. For 
this, you need to have collected information from 
the patient's chart and care plan, although the nurse 
in the hub will be able to see the SystmOne record.  

For example:  
  

 
 

 
 

Background 

"Mrs. Taylor is a 69-year-old woman who has been here for three days and 
has a chest infection. She has been on antibiotics and appeared, until now, to 

be doing well. She is normally quite well and fairly independent.” 



Assessment 
• Vital signs if you can 

• Clinical impressions and your concerns 

For example:   

  

  

• You need to think critically when informing the 
hub/GP of your assessment of the situation. This 
means that you have considered what might be the 
underlying reason for your resident's condition.  

• If you are just concerned because the resident’s 
condition is different to normal, you may say:  

 

 

"Mrs. Taylor’s vital signs have been stable since she came to us but she has 
deteriorated suddenly. She is also complaining of chest pain and there appears 

to be blood in her sputum.”  

“I’m not sure what the problem is, but I am worried.”  



Recommendation  
• Explain what you need - be specific about your request 

and time frame  
• Make suggestions  
• Clarify expectations  
• Finally, what is your recommendation? That is, what 

would you like to happen by the end of the conversation 
with the hub nurse/GP?  

• Any order that is given via telemedicine needs to be 
repeated back to ensure accuracy.  
e.g. 
 
 
 

 
 
 

 
 

 
 

‘’I would like you to get a GP to come and review the patient?  

I would like you to arrange an ambulance” 



e-learning package 
 

 

 

http://tfinews.ocbmedia.com/ 

http://tfinews.ocbmedia.com/


 

Any Questions? 


