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Introduction

• How does patient harm occur?

• How do we deal with failure?

• When EWS met NEWS...

• CMEWS

• What are our options?

Wednesday, 28 March 12



Patient Harm - IHI

Unintended physical injury resulting from 
medical care (including absence of indicated 
treatment) that requires additional monitoring, 
hospitalisation or results in death.
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Patient harm

• Defective systems of care

• Massive variation in clinical practice

• High rates of inappropriate care

• Unacceptable rates of patient injury

• Underuse of effective treatments

• Waste & inefficiency
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Response to failure?
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What has failed in the 
past? 

• Blame & train

• Fire and forget

• A new chart....

• Everyone doing their own thing...

• Nobody measuring anything

• “hopefully...”
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System redesign
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System redesign

• Implement a system that works

• Large scale approach

• Embed alongside ILS, ALS etc

• Agreed metrics

• Change built-in

Wednesday, 28 March 12



EWS vs NEWS

• Important differences

• resp rates

• O2 sats and oxygen administration

• BP, heart rates and temperatures

• CCOS 

• 54 patients

• 6 wards
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When NEWS met 
EWS

Wednesday, 28 March 12



When NEWS met 
EWS

EWS Score No Patients NEWS Score No Patients

0-1 22 0- 6

2-3 25 1-3 32

4-6 (or 3*) 6 4,5 (or 3*) 9

7 + 1 6 + 7
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NEWS vs EWS - points 
of note

• Presence of O2 - more in cat 2

• 3 pts reduced a cat (chronic Hypertension)

• CAT 2

• 25 on hourly obs (EWS)

• 32 on 4-hourly obs (NEWS)

• 1 senior med referral in EWS (7 NEWS)
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Prior to cardiac arrest

• RTO study

• 40 non triggering patients

• 17 triggered on NEWS

• 7 triggered reg review

The road to improving patient care – WHSCT EWS

1. EWS charts introduced in WHSCT  

 in 2007 adopted from previous Trust  

 charts and CREST guidelines 2007. 

� Training and implementation 2007-  

 2008 

� EWS became an integral part of ILS  

 course in 2007.  

2.   April 2008 – Last EWS score prior to  

 patient arresting recorded on cardiac  

 arrest audit forms.

3.  Variances from action plan on EWS   

 charts identified through cardiac arrest  

 audit – April 2008 – April 2009 

4. Snapshot audit on Altnagelvin & Erne  

 2009 confirmed variances 

5. Specific Maternity EWS introduced-  

 2008.

6.  Targeted improvement work initiated 

� Ward based bedside training 

� Consultant and ward manager review  

 of EWS 

� Correct and incorrect way to complete  

 chart trialled and then SPREAD TRUST  

 WIDE. 

EWS across all acute wards
� a key performance indicator for nursing subject to monthly audits with electronic dash board feedback. 
� There is an Accountability framework in place through Assistant Director of Nursing.
� Independent validation has been established. 
� Intractable variances escalated for Chief Executive Accountability.

EWS score recorded  prior to patient arresting: 

 08/09   09/10  10/11

 48%  80%  88% 

10.  Funding from GAIN for additional work on EWS.

� Base line audit of knowledge, attitude and   

 compliance. 

� Focus groups

� Small group and one to one teaching 

� Post  pilot audit 

9.  August 2009 – As part of patient safety initative 9  

 pilot wards introduced EWS audit .

8. Resuscitation team won overall prize at Trust,   

 Quality and Safety Day for EWS improvement work  

 and associated reduction in cardiac arrests. 

7.  Cardiac arrest audit updated to include review of   

 last 5 EWS scores and if appropriate action was   

 taken from April 09.  

EWS chart/ Action plan is beneficial when dealing with a sick patient.

2011

Next steps 
� Current EWS chart being reviewed.

Comparison of WHSCT EWS with the NEWS
� Random sample of 54 medical and surgical patients
� When NEWS applied to the sample
 - 14.8% (n=8) would have triggered an escalation earlier.
 - 11.1% (n=6) of patients with higher EWS would have required escalation   
  to at least  a Specialist Registrar level 

Sample of 40 patients who suffered a cardiac arrest and whose last recorded EWS score prior 
to cardiac arrest did not trigger an escalation. 
�� When NEWS applied to the sample
 - 42.5% ( n=17 ) would have triggered an escalation earlier.
 - 17.5% (n=7) of patients with higher EWS would have required escalation   
  to at least  a Specialist Registrar level 

Wednesday, 28 March 12



EWS for children?

• 70% of UK adults

• ~30% childrens’ hospitals

• More rapid physiological decline

• Complexity

• Age-related

• Disease states
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Averting disaster - 
adults...
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...disaster in children
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 EWS for children?

• Validated systems already exist

• BCH (Duncan et al)

• (CAH)

• Should be introduced!

• RQIA 2011
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CMEWS Pilot

• SR Mary McKenna

• Wd 6 Altnagelvin

• Usability

• Ergonomics

• Awaiting regional steer
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Conclusions

• Let’s not all reinvent the wheel

• Learn from elsewhere

• Don’t overlook kids

• Regional approach

• Implementation

• Measurement (O&P)

• Learning
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one more thing....
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