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[bookmark: 1]Rotherham NHS Foundation Trust

Modified Early Warning Score (MEWS)
Patient At Risk Daily Ward Monitoring, Assessment and Fluid Balance Chart

Surname: 

Forenames (In full):

DOB: 

    Sex: 

   NHS 

No: 

   

Consultant: 

   Ward: 

   Date:

DATE COMMENCED MEWS: 

 

Please Inform the Outreach Team on ext. 7157 of all patients triggering a 3 or more on MEWS.

TRIGGER INFORMATION

  Time of  

  Time of 

  Time Dr 

Grade 

Intervention/Treatment/Referral 

 Sign  

  Trigger 

Call to Dr 

Reviewed 

of Dr

SEPSIS

Documented or suspected infection with two or more of the SIRS (Systemic Inflammatory Response) criteria.
SIRS
A clinical response arising from a non specific insult. Criteria include:  RR > 20/min,  Temp >38.3ºC or < 36ºC,  
Heart Rate > 90bts/min,  WCC >12,000/mm³ or < 4,000/mm³, Altered mental state,  Glucose > 7.7 mmol/l.

IF PATIENT HAS SEPSIS START SEPSIS SIX
WITHIN ONE HOUR 

                              Tick once

   

 

 

 

   undertaken

1. Give high flow oxygen   Via non rebreathe mask 

  * Once stable reduce 02 according to target Sats

   

 

 

 

      ** Refer to BTS and Sepsis Guidelines

  

 

 

 

 

2. Take blood cultures  

 

  

3. Give IV antibiotics  

 

4. Start IV resuscitation  Hartmanns or equivalent 
5. Check FBC and lactate  
6. Monitor  hourly  Urine Output  Patient may require a catheter 
Re-assess for Severe Sepsis hourly

SEVERE SEPSIS
Signs of organ dysfunction: Systolic BP < 90mmHg or MAP < 65mmHg after initial fluid challenge, 
Lactate > 4mmol/l, Platelets < 100 x 109 /l, INR > 1.5, Bilirubin > 34 μmol/l, Creatinine > 177mmol/l or
urine output < 0.5mls/kg for 2hrs despite fluid resuscitation.

SEPTIC SHOCK
Severe sepsis with hypotension, despite adequate fluid resuscitation.
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Date:

      Time

Time

   

 

 

 

 

 

 

 

 

 

 

 

            

40

KEY

39.5

Co

39

Temperature 38.5

• joined by 

Temp 

38

straight 

37.5

black line

37
36.5
36 

Blood 

35.5 

Pressure

35 
34.5

    ≥210

 

≥210

≤ 34  200

 

200

   

190

 

190

 

180

 

180

 

170

 

170

 

160

 

160

 150

 150

 140

 140

 130

 130

Pulse Rate

 120

 120

(in red ink)

 110

 110

 100

 100

X

 90

 90

joined by 

 80

 80

straight 

 

pressure mm Hg 70

 70

red line

 60

 60

 

Pulse per minute / Blood  50

 50

 40

 40

 30

 30

 20

 20

 10

 10

  Resp

Recorded    % or litres of

numerically          Oxygen

in black ink  O  2device* 
*See key 

 Sats %

  on back

Modified Early Warning Scoring (Enter scores in boxes) – See guide on page 3
 Systolic BP
 HR
 Temp
 Conscious level
 RR
 UOP
 % of Oxygen
 Saturations
 SCORE
 Trigger?  ≥3 Y / N

 YES? inform NiC (tick)
 NiC to assess patient 

 (tick + document) 
 Document frequency 

 of vital signs

SEE PAGE 4 FOR FULL GRADED RESPONSE

SCORE 0

4 hourly VITAL SIGNS

SCORE 1-2

Inform qualified nurse. Consider increasing frequency of vital signs

SCORE 3-5

INCREASE TO MINIMUM 1 HOURLY VITAL SIGNS* > OWN TEAM MEDICAL REVIEW ≤ 30 MINS

SCORE 3 in one 

parameter

INCREASE TO MINIMUM 1 HOURLY VITAL SIGNS* > OWN TEAM IMMEDIATE MEDICAL REVIEW

Immediately inform NiC

NiC to re-check vital signs & urine output

SCORE ≥ 6

NiC to fast bleep O/C medical registrar and patient's own team

CODE RED

Medical registrar and own team MUST inform ward via switch board if they are dealing with another 

emergency - IF NO RESPONSE FROM FAST BLEEP - AFTER 5 MINUTES CARDIAC ARREST CALL

Patient remains under care of own team

 PAIN Severe
 

Moderate 

    

 

Mild 

   

 

None 

    

 Nausea    Yes / No  
 Random BM

2

 Nurse Initials

2

All users of this chart must enter their specimen signature and initials
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Patient assessment / goals
   
Weight: 

      kg       

 

        Target fluid input 24 hours:                                       mls

 

 

 

 

 

          PREVIOUS DAYS BALANCE   

                          mls

Input

Output

 

NG/Vomitus

Drain(s)

Time

1

2

3

Urine

pH

a

b

Faecal/

Initials

mls

 mls

 mls

 

Type

Volume mls

Type

Volume mls

Type

Volume mls

Aspirate

mls

mls

Stoma

  01:00
  02:00
  03:00
  04:00
  05:00
  06:00
  

HAS PATIENT PASSED URINE? 

Please tick   Yes       No 

  07:00
  08:00
  09:00
  10:00
  11:00
  12:00

HAS PATIENT PASSED URINE?

Please tick   Yes       No 

  12 Hour Subtotal  

  12 Hour Input Total

  12 Hour Output Total

  12 Hour Balance

   Signature
  13:00
  14:00
  15:00
  16:00
  17:00
  18:00
  

HAS PATIENT PASSED URINE?

Please tick   Yes       No 

  19:00
  20:00
  21:00
  22:00
  23:00
  24:00
  

HAS PATIENT PASSED URINE?

Please tick   Yes       No 

  12 Hour Subtotal  

  12 Hour Input Total 

  12 Hour Output Total

  24 Hour Input Total

  24 Hour Output Total

  Signature

  24 Hour Balance

  MEWS SCORING TOOL  Any observation highlighted in BOLD should be brought to the immediate attention of the admitting team. 

3

2

1

0

1

2

3

Systolic BP

≤ 70

71-80

81-100

101-189

190-200

>200

 

HR/pulse

 

< 40

40-50

51-100

101-110

111-129

≥ 130

TEMP

 

< 36

 

36-38.3

 

> 38.3

 

Conscious Level

 

New

Confusion / agitation

Alert

Voice

Pain

Unresponsive

RR

 

≤ 8

 

9 to 18

19- 25

26-29

≥ 30

UOP mls/hr

< 20

< 30

< 60

60-200

> 200

Oxygen Sats (%)

< 85

85-89

90-93

≥ 94

 

%OXYGEN

≥ 60%, HF,

CPAP,BiPAP
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[bookmark: 4]Once stable reduce 02

get Sats

 according to tar-

Pain Score

SEPSIS 6

1. Sedation level:

The 

Look at the patient and decide which 

5 Rs: 

of the following apply:

(Intravenous Fluid Therapy NICE No174)

WITHIN ONE HOUR

Sedation Level

  Awake

None

  1  Give high flow oxygen*

Dozing intermittently

Mild

Mostly sleeping

Moderate

R Resuscitation

Difficult to awaken

Severe

O

Mark Sedation 

level with an 

OUTLINE  

CIRCLE

  2  Take blood cultures

2. Pain assessment:
Ask the patient “Which word describes  

R Routine Maintenance

  3  Give IV antibiotics

best the pain you have now?”

  4  Start IV resuscitation

Pain Assessment
No pain

None

R Replacement

  5  Check FBC and lactate

Mild pain

Mild

Moderate pain

Moderate

Severe pain

Severe

X

Mark Pain 

Assessment 

with a CROSS 

  6  Monitor hourly Urine  

3. Patients with dementia use the FLACC tool.

R Redistribution

 Output

    Patients with mild dementia, learning difficulties and communication  

Re-assess for Severe Sepsis hourly

    difficulties, use the Faces tool.

ALWAYS SCORE PAIN ON MOVEMENT

R Reassessment

*Once stable reduce 02 according to target Sats

  MEWS SCORING TOOL  Any observation highlighted in BOLD should be brought to the  

Observations following Spinal Opiate

Oxygen Device Key

 

                          immediate attention of the admitting team. 

In addition to routine post operative 

NC  Nasal Cannula

observations record pain score, sedation score 

3

2

1

0

1

2

3

and respiration rate:

SM   Simple Face Mask

S BP

≤ 70

71-80

81-100

101-189 190-200

>200

 

In Recovery – every 15 minutes.

VM   Venturi Mask

HR/pulse

 

< 40

40-50

51-100 101-110 111-129

≥ 130

TM   Tracheostomy Mask

TEMP

 

< 36

 

36-38.3

 

> 38.3

 

On Ward – 1 hourly for 4 hours, then 2 hourly 

NRB  Non Rebreathe

New

for 8 hours.

CONSC

 

Confusion / 

Alert

Voice

Pain

Unresponsive

HF  High Flow

agitation

If the patient requires a dose of Morphine or 

C  

CPAP

RR

 

≤ 8

 

9 to 18

19- 25

26-29

≥ 30

Oramorph within 12 hours of spinal opiate 

UOP mls/hr

< 20

< 30

< 60

60-200

> 200

B  

BiPAP

being given then record pain score, respiratory 

Oxygen 

rate and sedation score 1 hourly for 4 hours.

SM, NC, NRB and BiPAP should be 

Sats (%)

< 85 85-89

90-93

≥ 94

 

recorded in litres per minute

≥ 60%, HF,

%OXYGEN

CPAP,BiPAP

Rotherham Modified Early Warning Scoring System

GRADED RESPONSE Daily ward monitoring chart

SCORE

* A documented decision to be made at senior level to decrease frequency of vital    

0

Full set of vital signs

signs or stop daily MEWS scoring.

Pr

 MINIMUM 4 hourly*

oduced by Dawn Adsetts. Designed by TRFT Graphic Design Service 01709 426352 / JS  8/16 CSP                            

   If you are uncertain at any time seek medical assistance.

Inform qualified nurse

   Score 3-5. If you are unable to obtain a medical review (or response) within 

1-2

Consider increasing frequency 

30 minutes the nurse in charge should call for a senior medical review.

of vital signs

** Follow CODE RED instructions unless the management plan clearly states otherwise.

Immediately

Medical review

No improvement ≤ 2 hrs*

3-5

inform Nurse in Charge (NiC)

Senior medical review

≤ 30 minutes

Increase to minimum 

OWN TEAM 

OWN TEAM 

CRITICAL CARE 

1 hourly vital signs*

CONSULTANT DECISION

REFERRAL

3

Immediately inform NiC

Immediate

No improvement ≤ 2 hrs*

Repeat vital signs

Senior medical review

in one 

medical review

parameter

Minimum 1 hourly vital signs*

OWN TEAM

OWN TEAM

CONSULTANT DECISION

OR

Immediately inform NiC

 Medical registrar and own team 

No 

**

MUST inform ward via switch 

≥6

NiC to re-check vital signs & urine output

improvement

WARD 

board if they are dealing with 

CODE

within 2 hrs*

NiC to fast bleep O/C medical 

MANAGEMENT

another emergency

RED

registrar and patient's own team

CONSULTANT 

IF NO RESPONSE FROM FAST BLEEP

DECISION

AFTER 5 MINUTES 

Minimum 1 hrly Vital Signs*

CARDIAC ARREST CALL

OWN TEAM

Patient remains under care of own team

All users of this chart must enter their specimen signature and initials

Print name

Signature

Initials

Print name

Signature

Initials

Version 4    SF0004
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