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General Ward Faculty 

ÅAnnette Bartley  IHI
Director of The Health Foundationôs 

UK Safer Patient Network

ÅTina Lynge, 
Klinisk Oversygeplejerske MVO. 

Frederiksberg Hospital

ÅPat O Connor 

NHS Tayside/ SPSP
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Session Objectives

ÅGet to know one another 

ÅDescribe the General Ward aims, drivers, 

interventions & measures 

ÅIntroduce the General Ward change package

ÅHelp you think about your structures & identify 

your first steps of change

ÅListen to teams present their storyboard
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The Reality in Practice
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Learning Structure

Outcome

Drivers

1.

2.

3.

Design changes

1.

2.

3.
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Work Area Change Package 

Element
(See change package 

document for details)

Measures

(See measurement 

document for details)

General 

Ward

S + P = O High Level Measure:

Crash Call Rate (O)

Establish infrastructure

Rapid Response (Outreach) Team

Risk Identification and Response

Rapid Response (Outreach) Team

Early Warning System

Crash Call Rate (O)

Number of Calls to Outreach Team (P)

General Infection Prevention 

(MRSA, etc.)

Hand hygiene

Other infection prevention strategies

MRSA bloodstream infection rate (O)

Days between MRSA infection (O)

Percent compliance with hand hygiene (P)

Percent compliance with PVC Bundle

Communication and Teamwork

Safety briefings

SBAR

Safety climate survey results (O)

Percent compliance with daily safety 

briefings

Percent compliance with using SBAR (P)

Work Areas, Key Change Package Elements and Measures 
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So What Will You Be Doing?

1. Early recognition of deteriorating patients 

2. Early response (MEWs/RTT/Outreach)

3. Prevention of Healthcare Associated Infections 

(Hand Hygiene/PVC bundle)

4. Teamwork & Communication

(SBAR & Safety Briefings)

5. Prevention of Pressure Ulcers 

Skin bundle/hourly rounding

6. Reliable transitions of care
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Why Patients Deteriorate-

Three Fundamental Problems 

ÅFailures in planning

Ƅ includes assessments, treatments, goals

ÅFailure to communicate

Ƅpatient to clinician, clinician to clinician, nurse to 

physician, etc.

ÅFailure to recognise

These three problems often lead to failure to 

rescue
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Getting at The Problem of              

Failure to Rescue

ÅRecognition

ƄSystem for timely recognition

üEarly Warning System                      

(MEWS, SEWS, PEWS)

ÅResponse system

ƄSystem for timely response

üOutreach Team, MET, RRT
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Review your Last 20 

Non-ICU Crash Calls foré

ÅFailure to recognise
ƄEvidence of physiologic abnormality within 8 hours 

prior to arrest

ÅFailures in communication or planning
ƄWas an attempt made to communicate deterioration? 
üDelay in physician response to a call for assistance; 

inadequate communication between caregivers

ƄHow many occurred within first 24 hours of admission 
to the ward? 
üDeterioration of patient while ñawaiting an inpatient bedò 

while in A&E or post-theatre recovery area
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Early Warning Systems

ÅGoal is to build capacity in recognition and 

ultimately early response

ÅMost common model seen is an aggregate 

weighted scoring systems

ÅManual or automatic implementation
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Early Warning System

ÅAggregate weighted scoring system

ƄPeriodic observation of selected basic vital 

signs and the assignment of weighted scores 

to physiological values with calculation of a 

total score

ƄTrigger: Total score exceeds a previously 

agreed trigger threshold

ƄPredefined action is taken
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First Order of Business ï
If You Have a Early Warning System

Answer the question ï

ÅIs the system performing reliably?

ƄAudit compliance with use of EWS (10 charts)

ƄLook at last set of observations

ƄAnswer Y or N

Ƅ*Compliance checklist
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MEWS at Conwy & Denbighshire



Observation Chart at C & D


