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89% of hospitals have a dedicated Outreach team
-49% have a 24/7 dedicated Outreach team
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Figure 2.2 Hospital type and presence of a Critical Care Outreach Team
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[N Symposium on the Deteriorating Patient

Impact of implementation of the National
Early Warning Score on patients and staff

The National Early Warning Score (NEWS) has been criticized for increasing workload and decreasing attention o
signs of deterioration. This study highlighted the significant mortality of ward patients referred to critical care,
and showed that the NEWS identified high-risk patients without increasing workload or worsening outcomes.

2004; Harrison et al, 2006): patients who suffer

cardiopulmonary arrest or who die in hospital

generally have abnormal physiclogical values —
known as vital signs — recorded in the preceding period,
as do patients requiring transfer to the critical care unit
(Kause et al, 2004; Harrison et al, 2006).

As a consequence, from 2000 onwards, most UK
hospirals introduced some form of early warning scoring
system based on measurement of vital signs to aid
recognition of deterioraring ward patients, although thera
wera faw formal evaluations of the effects of early warning
scoring on procesies of outcomes. By 2008, ar least 72
different early warning scoring systems had been developed
(Smith eral, 2008ab), and there were probably many more
unreportad vemions. Hawever, the considerable variation
in practice was viewed as a potential risk to patient safety
(Patterson et al, 2011}, prompting the Royal College of

Table 1. Parameters used in the National Early
Warning Score (NEWS)

hereis a recognized association between abnommal
I physiology and adverse outomes (Kause et al,

Physicians (2012) to recommend implementation of a
single National Early Warning Score (NEWS). The NEWS
used parameters found in some of the previous systems
( Teable 1), with scores ascribed to vital sign measurements
indicating various levels of risk of adverse outcomes added
together 1o make a total ‘apprepate weiphted score’. The
MEWS scores and values were derived from analysis of
35585 acute admissions — and 198755 observation sets —
at Fortsmouth Hospitls (Prythercher al, 2010). The Royal
College of Physicians (2012) also recom mended minimum
standards for hospital patent monitm ring and the responses
required for differant apprepare scores.
Morwithstnding support from key professional bodies,
the concept of stindardired sarly warning scoring had some
critics (McGinley and Pearse, 201 2; Teasdale, 2012). Many
hospitals had invested considerable effart in developing and
embadding their awn early warning scoring systems. Thers
were concerns that the NEWS might be too sensitive, so
would unnecessarily increase patient referrals and overload
clinical services (Khan and Carle, 2014). Conversely, there
was anxiety that the focus on physiological parameters
might preventward staff using what are known to be useful
subjective criteria as a basis for referral (Chen et al, 2010),

(oot e simply being ‘worrled’ about a patient.
Droyyen saturations
Aims of study
VR The authors igared the impact of impk the
Systolic blood pressurs MEWS on both patients and staff ar University College
Haospital, with a particular focus on patients with sepsis. A
Pulsa rate
previous analysis of 644 ward patients referred to the critical
Level of corsciousness care outreach service found that about half (52.7%) hada
e likely or very likely diagnosis of sepsis (Harrs, 2013). The
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null hypotheses were that the impl don of NEWS at

University Collepe Hospinl would notsignificantly chanpe:

® Identificarion of deteriorating patients and subsequent
requirement for critical care admission

® Identificarion of patients with sepsis, or the proportion
of parients with sepsis deteriorating to severe sepsis and
saptic shock

® All-cause mortality or morality from sepsis

m Staff workload with regards to mumber of referrals to
critical care services, duration of fallow up required
fallowing referral and admision rates to the intensive
care unit.

Eritish Journal of Hospical Medicine, March 2017, ¥al 78, Mo 3
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Table 4. Demographics and patient outcomes

Pre-NEWS  Post-NEWS

Mean age (years)
Proportion of mal i \

(May/June
2014)

61.4

(May/June
2013)

63.7

gl

Referrals to PERRT (per 1000 hospital
admissions)

Referrals to PER en tran
intensive care unit (%)

Mean NEWS at referral to PERRT

Mean NEWS at referral to PERRT of patients
later transferred to critical care

Mean NEWS at referral to PERRT of patients
not transferred to critical care

Mean duration of PERRT follow up (days)

Median length of intensive care unit
admission (days)

NEWS = National Early Warning Scare; PERRT = Patient Emergency Response & Resuscitation Team

6.39
6.70

6.30

2.82
4

49.6

23.1

6.24
6.35

6.20

2.68
4

Pvalue
0.288
0.099
0.260

0.992

0.627
0.582

0.767

0.482
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Impact of implementation of the National
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signs of deterioration. This study highlighted the significant mortality of ward patients referred to critical care, 0 28'8
and showed that the NEWS identified high-risk patients without increasing workload or worsening outcomes.
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known as vital signs — recorded in the preceding period,
as do patients requiring transfer to the critical care unit
(Kause et al, 2004; Harrison et al, 2006).

Physicians (2012) to recommend implementation of a
single National Early Warning Score (NEWS). The NEWS
used parameters found in some of the previous systems
( Teable 1), with scores ascribed to vital sign measurements
indicating various levels of risk of adverse outcomes added
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unreportad versions. However, the considerable variation  embedding their awn early warning scoring systems. There
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Systolic blood pressurs MEWS on both patients and staff ar University College
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The Rapid Response System
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Who they gonna call?
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Who they gonna call?
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The rapid response team paradox: Why doesn’t anyone call for

he medical emergency team
(MET) or rapid response team

help?*
I (RRT) system 1s a system of care
for clinically unstable patients
in the general ward areas of hospitals.
When observations at a patient's bedside
breach predetermined levels of abnormality
or the bedside nursing staff 15 worried
about a patient’s condition, they can call a

Despite this rationale for MET/RRT

systems and their endorsement by the

resuscitation team to attend the patient (1).
The assumption for this system of care is

*See also p. 477.

Key Words: medical emergency team; rapid
response team; resuscitation

The author is a director and shareholder of Patien-
frack.
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Marshall et al. Implementation Science 2011, 6:39
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Why don’t hospital staff activate the rapid
response system (RRS)? How frequently is it
needed and can the process be improved?

Stuart D Marshall ™, Simon Kitto™*, William Shearer’”, Stuart J Wilson®, Monica A Finnigan®, Tamica Sturgess’,
Tonina Hore” and Michael D Buist *
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Introduction of the medical emergency team (MET) system:
a cluster-randomised controlled trial

MERIT study investigators*

Summary

Background Patients with cardiac arrests or who die in general wards have often received delayed or inadequate care.
We investigated whether the medical emergency team (MET) system could reduce the incidence of cardiac arrests,
unplanned admissions to intensive care units (ICU), and deaths.

Methods We randomised 23 hospitals in Australia to continue functioning as usual (n=11) or to introduce a MET
system (n=12). The primary outcome was the composite of cardiac arrest, unexpected death, or unplanned 1CU
admission during the 6-month study period after MET activation. Analysis was by intention to treat.

Findings Introduction of the MET increased the overall calling incidence for an emergency team (3-1 vs 8-7 per 1000
admissions, p=0-0001). The MET was called to 30% of patients who fulfilled the calling criteria and who were
subsequently admitted to the ICU. During the study, we recorded similar incidence of the composite primary
outcome in the control and MET hospitals (5-86 vs 5-31 per 1000 admissions, p=0-640), as well as of the individual
secondary outcomes (cardiac arrests, 1-64 vs1-31, p=0-736; unplanned ICU admissions, 4-68 vs 4-19, p=0-599; and
unexpected deaths, 1-18 vs 1-06, p=0-752). A reduction in the rate of cardiac arrests (p=0-003) and unexpected
deaths (p=0-01) was seen from baseline to the study period for both groups combined.

A Even in patients who had vital signs recorded
AND whose signs met calling criteria

> %

Lancet 2005; 365: 2091-97
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Journal of Advanced Nursing, 2000, 32(1), 108-114 Issues

Nurses’ experiences of making decisions
to call emergency assistance to their patients

]HT‘IE Cioffi RN AppSclAdy Nurs) GradDipEd(Nurs) MAppSc{Nurs) PhD
Lecturer, Faculty of Health, University of Western Sydney, Hawkesbury,
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A SURVEY OF NURSES’ Ad N‘§f EIZOU |, )/ U U % |
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Am JCritCare. 2010;19(1):783.

MeDIcAL EMERGENCY TEAM
SYSTEM IN A CANADIAN
TERTIARY HOSPITAI

By Sean M. Bagsthow, s, see, Eupene E. Mondor, iy, Clndy Soosien,

R A 73% of doctors rated quality of collaboration as
high*. Only 33% of nurses agre@@mas et al, 2003)

A Doctors equated collaboration with giving orders
YR SELISOUAY 3 ska0mdzNE S &

Int Nurs Rev. 2013;60(3):2302.

Collaboration between hospital physicians and
nurses: An integrated literature review

CJ. Tang' Candidate Bachelor of Science (Nursing) (Honour) program,

Defining impact of a rapid response team: qualitative study with . * ~ 5 A A 2 A |
nurses, physicians and hospital administrators AG Al Qa YI RS Y 2 N5 S )/ |

and housestaff
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Are doctors on the RRS helpful?
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McKinsey Center for U.5. Health System Reform
Accounting for the cost
of U.S. health care

Pre-reform trends and the impact of the recession

. - AMRIL

December 2011

Higher physician salaries compared to other OECD countries also help explain some of the spending
gap. The United States would have spent $120 billion less in 2008 if U.S. physicians were compensated
inthe same proportion to the national average worker as their counterparts in other developed
countries.’” In 2008, the typical U.S. generalist earned about 5 times more than the average U.S. worker;
specialists earned 10 times more. In other developed countries, meanwhile, generalists earned about
double the income of the average worker, and specialists earned just 2.7 times the mean.®
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Expenditure on health as a % of GDP
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Are they effective?
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Life expectancy at birth
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Annals of Internal Medicine ARTICLE

Association between Critical Care Physician Management and Patient
Mortality in the Intensive Care Unit

Mitchell M. Levy, MD; John Rapoport, PhD; Stanley Lemeshow, PhD; Donald B. Chalfin, MD, MS; Gary Phillips, MAS; and
Marion Danis, MD
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Ann Intern Med. 2008;148(11):86A




