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Tato prace vznikla na Masarykové univerzité v ramci projektu “Komprehensivni pfistup ke kvalité oSetfovatelské péce Cislo MUNI/A/1237/2022 podpofeného z prostiredki
ucelové podpory na specificky vysokoskolsky vyzkum, kterou poskytlo MSMT v roce 2022°.
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Pokud jste odpovedeli ano

— VétSina zavaznych nezadoucich udalosti (NU) zhorSeni klinického stavu,

MM ILFATD

zacina vychylkami vitalnich funkci a mohou vyustit v kriticky stav.

— Tyto Casto nepatrné odchylky, lze pozorovat jiz 24h pfed zavaznym
zhorSenim stavu.

— Corfield, A. R., Lees, F., Zealley, I., Houston, G., Dickie, S., Ward, K., & McGuffie, C. (2014). Utility of a single early warning score in patients with

sepsis in the emergency department. Emergency Medicine Journal, 31(6), 482-487.

— Fagan, K., Sabel, A., Mehler, P. S., & MacKenzie, T. D. (2012). Vital sign abnormalities, rapids respon, and adverse outcomes in hospitalized patients.
American Journal of Medical Quality, 27(6), 480-486.
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— Goldhill D, White S, Sumner A. Physiological values and procedures in the 24 h before ICU admission from the ward. J Anaesth 1999;54:529-34
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Pokud jste odpovedeéli ne

Resuscitacni tymy (RRT) byly primarné
ur¢ené k tomu, aby pomahali asistovat
u kritickych stavd, a tim co nejvice
predchazeli srde¢nim zastavam,
potazmo KPR mimo intenzivni péci.

MU
E

Effectiveness of Education on Modified Early Warning System for Nurses, Shanmugavalli Janakaraj, Walden University, 2020
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Greif R, Lockey A, Breckwoldt J, et al. European Resuscitation Council Guidelines 2021: Education for resuscitation. Resuscitation. 2021;161:388-407.

doi:10.1016/j.resuscitation.2021.02.016
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Doporuceni?

A\ 4 Y 4
Prevention of in-hospital cardiac arrest Ve St n I

« The ERC supports shared decision making and advanced care
planning which integrates resuscitation decisions with emergency Castka 11 Vydano: 21. listopadu 2019 Cena: 249 K¢
care ireatment plans to increase clarity of treatment goals and also
prevent inadvertent deprivation of other indicated treatmenis,
besides CPR. These plans should be recorded in a consistent
manner {See Ethics section 11).*

roznik 2019

CAsTRA 1172019 » VESTHNIK MZ CR

« Hospitals should use a track and tngger early waming score

systam for the aarly ientification of patents who are critically ill or

at risk of clinical detarioration. SYSTEM VCASNEHO VAROVANI — PACIENTI STARSI 12 LET

» Hospitals should train staff in the recognition. monitoring and EARLY WARNING SCORE CARD (EWS)
immeadiate care of the aculely-ill patient.

« Hospitals should empower all staff to call for help when they : 2 0
identify a patient at rsk of physiological deterioration. This - I
includes calls based on clinical concern, rather than solely on vital
Signs. 0BSAH:

» Hospitals should have a clear policy for the clinical response 1o 1. Centra vysoce specializovang hematologické pee 2019 . ... ... .................................2
abnormal vital signs and critical iliness. This may include a ritical 2. Vzdélavaci program specializaéniho vzdélavani v oboru nutriéni terapeut — viZiva dospéljch a d&ti .. .. ... 30
care outreach service and, or emergency team (e.g. medical 3. Centra vysoce specializované onkologické péte v CR ... ... ... oo BT
emergency tean, F‘EII'J|C| response leam). 4, Metodicky pokyn - Redeni stavi hroziciho nebo nahle vznikiého selhani zakladnich Zivotnich funkei ... ... ]
Grasner JT, Herlitz J, Tjelmeland IBM, et al. European Resuscitation Council Guidelines 2021: Epidemiology of cardiac arrest in Europe. Resuscitation. 2021;161:61-79. I\II

doi:10.1016/j.resuscitation.2021.02.007




VyuZiva se ve vasem zafizeni/nemocnici systém véasné detekce zhorseni zdravotniho stavu u pacientd (napr
EWS/NEWS/MEWS - Early warning score)?

TYPE: "SELECT_CME". 51 out of 60 respondents answered this question. (3 were without data.)

Bibliographic record
60

Author: Adam Mucka
50

Faculty of Medicine
2 Masaryk University
30 Department of Health Sciences
20 Title of Thesis: Management of potentially life-threatening conditions by
% healthcare providers in the Czech Republic
0 Degree Programme: Paramedic practise
Ano (je vyuZivan v cel. . Ano (minimalné na jedn...
Supervisor: Mgr. Michal Pospisil
Freguency Percentage Year: 2022

Ne 32 53.23
Number of Pages: 67
Ano (je vyuZivan v celém zarizeni) 10 16.67
Keywords: NEWS, MET call criteria, clinical deterioration, MET, adverse
Ano (minimalné na jednom oddé&leni) 9 15
event
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»1en pacient je nejakej divhej“ — Red flags

— Mohou byt zjevné
— Mohou byt nespecifické

— Mohou byt vasi intuici ,,gut feeling*

https://giphy.com

— EWS muze pomoci objektivizovat.

— Je to berliCka v rozhodovacim procesu nejen pro juniorni pracovniky — oznacte si svého pacienta.
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Case — Wake-up
stroke — Varianta A

— Pan T.S,, narozen 1958. Do spadové nemocnice v 19:00 pfivezen rodinou
pro celkovou slabost se suspektnim non-STEMI. Pacient pfi védomi,
stabilni. Zavedena medikamentdzni terapie. Ml laboratorné nepotvrzen.

Na oddéleni byly pfeméfeny VF dle rutinniho ¢asu mezi 21:00 — 22:00
— A-B - dechova frekvence 19/min., SpO2 na vzduchu 96 %

— C —systolicky krevni tlak 108 mm/Hg, pulse 92"

— D-cAVPU - Alert

— E — Axilarni teplota 36,3 °C, pretrvava celkova slabost

Pfi bézné kontrole v 7:00 druhy den rano, byly u pacienta zjistény
priznaky Wake-up stroke syndromu. Poté je pfevezen na CT
cerebrovaskularniho centra v jiném mésté k reperfuzni terapii. Bohuzel
terapie nebyla pro pozdni diagnostiku velmi uspésna. Pacient utrpél
tézkou ischemii mozkové tkané

s nasledkem vazného neurologického deficitu (paréza oblicejovych
svalu, porucha feci - afazie), vyrazny deficit pfetrvava i po nasledné
rehabilitaci.




Case — Wake-up stroke
— Varianta B

— PanT.S., narozen 1958. Do spadové nemocnice v 19:00 pro celkovou slabost, se suspektnim

non-STEMI. Pacient je pfi védomi, stabilni. Zavedena medikamentdzni terapie.
Na oddéleni byly pfeméfeny VF dle rutinniho asu mezi 21:00 — 22:00
— A-B —dechova frekvence 19/min., SpO, na vzduchu 96 %
— C - systolicky krevni tlak 108 mm/Hg, pulse 92"
— D-cAVPU - Alert

— E - Axilarni teplota 36,3 °C, pretrvava celkova slabost

Physiological
parameter

Respiration rate
(per minute)

=8 9-11 12-20 21-24 =25

Sp0, Scale 1 (%) =91 92-93 94-95 =96

88-92 | 93-94cn | 95-960n | =970n . . .
Sp0, Scale 2(%)  |[REELE BUBS | 8687 | o) | oygen | oxyoen BEEEE https://www.mdcalc.com/calc/10083/national-early-warning-score-news-2

Air or oxygen? Oxygen Air

S EAE =90 91-100 | 101-110 | 111-219 2220

pressure (mmHg)

Pulse (per minute) =40 41-50 51-50 91-110 111-130 =131 I\/I
Consciousness Alert CQVPU

=

Temperature (°C) =350 35.1-36.0 | 36.1-38.0 | 38.1-39.0 =39.1
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(P)EWS Skére

Frekvence monitorovani

Intervence

5-6 nebo

3 v jedné funkci

kaidych 12 hodin

kazdou hodinu

pokracuj v monitoraci

bezodkladné klinické vysetfeni

lékarem

7 a vice

kontinualni monitorace

bezodkladné klinické vysetieni
lékafemn intenzivni péée, nebo
kontaktuj resuscitaéni tym




Vitalni funkce ve
3:00

Vitalni funkce T.S. ve 3:00

— A-B — DF 22/min, SpO2 na vzduchu 93 %
— C — systolicky krevni tlak 108 mm/Hg, pulse 95°
— D —-cAVPU - Alert

— E — Axilarni teplota 36,3 °C, pretrvava celkova slabost

Physiological
parameter

(P)EWS Skore Frekvence monitorovani Intervence
0 kazdych 12 hodin pokratuj v monitoraci
1-4 jednou za 6 hodin informuj osetfujiciho lékare
5-6 nebo bezodkladné klinicke vysetfeni h . | : |
kazdou hodinu ttps://www.mdcalc.com/calc/10083/national-
3 v jedné funkci lékafem .
— early-warning-score-news-2
bezodkladné klinické vysetfeni
7 avice kontinualni monitorace lékafem intenzivni péce, nebo I\II U I\I I
kontaktuj resuscitaéni tym E

=

=350 | | 352.1-36.0 | 3b.1-38.0 | 3. 1-3%.0 ‘ =3Y.1 ‘




Case — Wake-up stroke
— Varianta B - shrnuti

— PanT.S., narozen1958. Do spadové nemocnice v 19:00 pro
celkovou slabost, se suspektnim non-STEMI. Pacient je pfi
védomi, stabilni. Zavedena medikamentozni terapie.

Na oddéleni byly preméfeny VF dle rutinniho ¢asu mezi 21:00 —
22:00

— A-B —dechova frekvence 19/min., SpO2 na vzduchu 96 %
— C — systolicky krevni tlak 108 mm/Hg, pulse 92°

— D-cAVPU - Alert

— E — Axilarni teplota 36,3 °C, pfetrvava celkova slabost

Béhem prijmu bylo z VF vypocitano EWS — 2, na zakladé skore, postupuije
sestra dle jasného track and trigger schématu a planuje dalSi méreni EWS
na 3:00 .

Béhem planovaného méfeni je spocitano EWS 5. Sestra eskaluje dle
trigger protokolu péci aktivaci lékare k bezodkladnému klinickému
vySetieni.

U pacienta je zjiStén neurologicky deficit, ten je poté promptné
transferovan do cerebro-vaskularniho centra na CT a reperfuzni
terapii.

Po propusténi z kratké
hospitalizace v akutni
lGZkové péci a nasledném
1 mésici rehabilitace ma
T.S. lehky neurologicky
deficit.

(P)EWS Skére

Frekvence monitorovani

Intervence

0

5-6 nebo

3 v jedné funkci

kazdych 12 hodin

kaidou hodinu

pokracuj v monitoraci

bezodkladné klinické vyietfeni

lékafem

7 avice

kontinualni monitorace

bezodkladné klinické vyietreni
|eékafem intenzivni péte, nebo
kontaktuj resuscitacni tym
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ge g Date
§12 Mass Time
i ; Q-ADDS Score Logs
é ), Resg;r'aetory 2 25-30 [ zcorz(: d
- cor
0O w £ | (reathsimin |1 22 2 score2
3 g Measure fora | © 1316 ] | Score
His total minute 1 s-12 4 | Score 4
& L | Emergency Cay
ke @ 298

& 3 95-97 Actions for Primg,
2 O, Saturation 7 90-94 Care Centres Y Heg
g (%) D 85-89 "RSQ Retrieval Services Queens);
+ Obtain a Total Q-ADDS sgorg o
g Oxygen* set of observations %X
i o, 7. : * Any observation outside the '5“391
delivered) 2] >5-11/>40-50% mle number
UfonHENIVuse 11| 2-5] 28-40%, e
% delivered oilss i cludin L
[FM ™ Faco mask NP Nasal prongs o J a
e o rporgs MRS e
v Kol %" A Keomar
Actual FiO, on Device Screen|

High Flow L/min on Device Screen|

* Consider increasing frequem;y

] T a7 of observations, minimum p b
190s — - « Consider consulting Team Lge:r‘;ﬁ,,“
v |2 1805 Medical Officer i
1 170s Total Q-ADDS Score 4-5
Blood l' 1 160s « Consider trauma record anq Quidely
Pressure | 150s for early notification to Rsq
: - — + Consult Team Leader
(gr}mHg.) | o :ggs + Consult Medical Officer/Nurse
A = Practit within 30 minutes

* Minimum 30 minute observations.
« If unable to contact Medical Officar:

30 minutes, follow local escalation
IR for medical support
Total Q-ADDS Score 6-7
« Consider trauma record and Quidelines
for early notification to RSQ
* Consult Team Leader
» Consult Medical Officer within 15
+ If unable to contact Medical Officer.
within 15 minutes, escalate as perfa
protocol
* Obtain a Total Q-ADDS score after -
interventions
* Record observations at least once eyey
15 minutes i
* If unable to contact Medical Officer il
30 minutes or concern at bedside,
local facllity escalation protocol
* Ensure minimum hourly ongoing
discussions about patient condition wil
Medical Officer

7 Total Q-ADDS Score 8+
& * Initiate Emergency Call i

* Consult Medical Officer immediately.

* Medical Officer to directly notify RSQ
(1300 799 127) or (RFDS if nomal
referral pathway)

* If unable to contact Medical Officer
immediately follow local facility esca
protocol .

* Ensure minimum hourly ongoing 4
discussions about patient condition Wil
Medical Officer

Queensland Adult Deterioration Detection System
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SMITH, John (Mr}

HEWS key

EEEE

er the date

MNEW score

Freguency of manitoring

Minimum 12 hourly

Clinical response

Continue routine NEWS monitoring

19 1¢

oo =

52800 0 N

T o | 5

8% on alr|

Total 1-4

Minimum 4-6 hourly

Inform registered nurse, who must
assess the patient

Registered nurse decides whether
increased frequency of monitoring and/or
escalation of care is required

4

8
=|2
8

=
B

3 in single parameter

Minimum 1 hourly

Registered nurse to inform medical team
caring for the patient, who will review and
decide whether escalation of care is
necessary

mm Ha

mm Hg

Bem

o | ar e & 100 | o0 5 i Q.

100

—lar

Total
5 or more
Urgent response
threshold

Minimum 1 hourly

Registered nurse to immediately inform
the medical team caring for the patient

Registered nurse to request urgent
assessment by a clinician or team with care
competencies in the care of acutely ill
patients

Provide clinical care in an environment with
monitoring facilites

used

f
g
f
]
f
g
g
b

TR 2 [ 5 2 [  [ 2 [ (5= [ [ S e[ z[s

Moniforing frequanoy| & 1 4 1 4 1 4 : 1 + £ 4 1 1 4 4 1z

Esoalation of oar YIN| N ¥ H ki [ ¥ [ [ ¥ ] 5 H ki [ ¥ [ v

Widiaic)] RE | RE | "2 | AE | A= | AE | R | Re | RE | RE | RE | "2 | RE | RE | RE | B | RE

8|~

Total
7 or more
Emergency response
threshold

Continuous monitoring of
vital signs

Registered nurse to immediately inform
the medical team caring for the patient — this
should be at least at specialist registrar level

Emergency assessment by a team with
critical care competecies, including
practitioner(s) with advanced airway
management skills

Consider transfer of care to a level 2 or 3
clinical care facility, ie higher-dependency
unit of ICU

Clinical care in an environment with
monitoring facilities

Smith GB, Redfern OC, Pimentel MA, Gerry S, Collins GS, Malycha J, Prytherch D, Schmidt PE, Watkinson PJ. The National Early Warning Score 2 (NEWS?2). Clin Med (Lond). 2019 May;19(3):260. doi:

10.7861/clinmedicine.19-3-260. PMID: 31092526; PMCID: PMC6542226.
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Co je predmetem zkoumani

— Incidence srde€nich zastav u hospitalizovanych pacientu

— Neocekavané/neplanované pfijmy na ICU

— Délka hospitalizace na ICU
— Re-admise na ICU
— Délka hospitalizace celkem

— Umrti, kterym Ize pfedchazet

Taenzer AH, Pyke JB, McGrath SP. A review of current and emerging approaches to address failure-to-rescue. Anesthesiology.

Study identified using initial
search strategy outlined in
appendix 2

Yes l

Did the study solely examine
an adult population?

Yes l

Did the study examine any one
of the following outcome criteria?

«Inpatient hospital survival
*Unplanned ICU admissions
+ICU mortality

Length of ICU stay

sLength of hospital stay
«Incidence of cardiac arrest

Yes l

Study appraised using the SIGN
grading system and included in
the review

2011 Aug;115(2):421-31. doi: 10.1097/ALN.0b013e318219d633. PMID: 21587063.

No
Study
—

No Study
s | excluded

McNeill G, Bryden D. Do either early warning systems or emergency response teams improve hospital patient
survival? A systematic review. Resuscitation. 2013;84(12):1652-1667. doi:10.1016/].resuscitation.2013.08.006

An eight year audit before and after the introduction
of modified early warning score (MEWS) charts, of
patients admitted to a tertiary referral intensive care
unit after CPR

AMoon ', ] F Cosgrove, D Lea, A Fairs, D M Cressey

Affiliations + expand
PMID: 21056524 DOIl: 10.1016/j.resuscitation.2010.09.480

Abstract

Aims: To determine whether cardiac arrest calls, the proportion of adult patients admitted to intensive
care after CPR and their associated mortalities were reduced, in a four year period after the
introduction of a 24/7 Critical Care Outreach Service and MEWS (Modified Early Warning System)
Charts.

Methods: A retrospective analysis of prospectively collected data during two four-year periods,
(2002-05 and 2006-09) in a UK University Teaching Hospital Comparisons were via ¥(2) test. A p value
of £0.05 was regarded as being significant.

Results: In the second audit period, compared to the first one, the number of cardiac arrest calls
relative to adult hospital admissions decreased significantly (0.2% vs. 0.4%; p<0.0001), the proportion
of patients admitted to intensive care having undergone in-hospital CPR fell significantly (2% vs. 3%;
p=0.004) as did the in-hospital mortality of these patients (42% vs. 52%; p=0.05).

Conclusion: The four years following the introduction of a 24/7 Critical Care Outreach Service and
MEWS Charts were associated with significant reductions in the incidence of cardiac arrest calls, the
propertion of patients admitted to intensive care having undergone in-hospital CPR and their in-
hospital mortality.
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Lze vyuzivat u détskych pacientu (PEWS)

[
— . .
e P.E.W.5 (1 -4 years Name: Date:
A nes
Time
A/B Respiratory Rate
> 60 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 1 1 1 2 2 2
RR 41-60 1 1 1 1 1 1 i 1 1 1 1 i 1 1 1 1 1
25- 40 o o o o o a a a o o o o o a a o o [ o o o a a o
<25 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3
Difficulty YES 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3
Breathing NO o o [} [} [ a a a o [ [} [ [ a a o o o [} [ [ o [ o
0, Saturation (%)
500, 293% o o o L] o a a a o o L] o o a a o [ [ ] o ] a a [
i <92% FI T N I N N T N T N T O O O N I A I
25 L/min 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 H H 2
0, L/min < 4 Lfmin 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
Room air o o o o o a a a o o o o 0 o o o ) [ o o o a a )
c Heart Rate
> 170 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 ) ] 3 3 1 3 )
161 - 170 2 2 E) 2 2 2 2 ] 2 2 2 2 2 : ] 2 2 2 2 2 2 ] 2z 2
HR 141- 160 i i 1 1 1 1 1 1 1 1 1 1 1 1 1 L 1 1 1 1 1 1 1 1
B0-140 o o o L] o a o a o o L] o L] a a o [ [ ] o o a a [
< 80 1 1 3 3 3 3 3 3 1 3 3 3 3 3 3 1 El El El El 1 ] ] El
>3 sec 3 i 3 3 3 3 3 3 i 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3
CRT
=3sec o o o o ] a a a o o o ] ] a a o 0 0 o o o a a 0
D L ive (U) 3 3 3 ] 3 3 3 3 3 3 ] 3 3 3 3 3 3 3 3 3 3 3 3 3
Level of Pain (P) 2 z 2 2 3 2 2 : z z 2 3 2 : : z 2 ) 2 3 2 : : 2
consciousness Voice (V) 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
Alert (A) o Y Ty T e T T Ty [ e . NN
E Temperature
z38
T°C
36-37.9
(axillary)
=359
Total PEWS
Other Observations:
1 1 | I 1 1 1 | | | 1 1 1 | | | I
Signature 1 1 | I ] 1 1 | | | ] 1 1 | | | |
P.E.W.5 TOTAL SCORE
0-2 Points | GREEN Continua ing as prescribed by doctor.

3 - 4 Points | YELLOW

If score becomes YELLOW the nurse must notify their supervisor OR the treating doctor as soon as possible. Consider increasing frequency of monitoring.

5 - 6 Points [ORANGE

If score becomes ORANGE the nurse must notify their supervisor AND the treating doctor as soon as possible. Vitals signs every 2 hours.

27 Points RED

If score becomes RED or score increases by more than 2 points CALL the doctor IMMEDIATELY. Vital signs every hour - Conti ing if possible.

Zdroj: Organizace MSF

Validation of pediatric early warning score in pediatric
emergency department

Chanapai Chaiyakulsil and Uthen Pandee

Departinent of Pediatrics, Faculty of Medicine, Ramathibodi Hospital, Mahidol University, Bangkok, Thailand

Abstract

Background: One of the most important functions of the emergency department (ED) is to assess patient status. Only
ong, the pediatric early warning score (PEWS), has been designed for ED with acceptable validity, but it has never been
validated in Thailand. The objective of this study was to validate PEWS in predicting hospitalization in children visiting
the ED.

Methods: During the initial phase, two triage nurses performed blind scoring (in order to determine inter-rater reliability
using kappa statistics) for the first 30 patients who presented to the ED at Ramathibodi Hospital between March and May
2014 and who were aged <15 years. The second phase then consisted of validation and involved 1136 patients. Patients
who presented with trauma, psychiatric, dental and surgical concerns were excluded. Validity of the scoring system in
predicting admission was assessed using area under the receiver operating characteristics (ROC) curve (AUC), sensi-
tivity, and specificity, positive predictive value (PPV) and negative predictive value (NPV).

Results: Phase | demonstrated good inter-rater reliability (kappa = 0.75). In phase 11, of the total group of 1136 patients,
168 patients (14.8%) were admitted: 162 to the general ward and six to the intensive care unit (ICU) during the study
period. AUC for predicting overall, ICU, and general ward admission were 0.73 (95%CI: 0.68-0.77), 0.98 (95%Cl:
0.96-1) and 0.71 (95%CI: 0.66-0.75), respectively. The sensitivity and specificity in predicting overall admission with
a cut-off of PEWS =1 was 78% and 60%, respectively (PPV, 28%: NPV, 95%). Sensitivity and specificity in predicting
ICU admission with the cut-off PEWS =3 was 100% and 91%. respectively (PPV, 5%; NPV, 100%). Using the cut-off
PEWS =1, sensitivity and specificity in predicting ward admission were 77% and 59%, respectively (PPV, 24%:; NPV,
94%).

Conclusion: PEWS can be helpful in assessing patient status in pediatric ED with acceptable validity and can serve as
a potentially excellent screening tool for prediction of [CU admission.

Key words early warning score, emergency department, pediatrics.
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EWS patri i

,V situaci tlaku na nechavani pacientll na misté bych
dokonce ocekaval velmi intenzivni volani po zavedeni
EWS “zespoda”,
protoze by to zvySilo nejen

nékteré y4 modifikaci
od lidi

bezpecnost pacientl, ale pfineslo by to i zasadni

Z provozu,
odbornou (a tim i pravni) oporu zdravotnikim,
specialné zachranardm, a v neposledni fadé by to také
pomohlo prfedchdzet zbytechym a neddstojnym
diskuzim v nemocnicich (pokud mozno pfimo nad
nositky s pacientem) na téma “pro¢ nam TO zase

n u

vezte".

FRANEK, OndFej. RED FLAGS aneb systémy véasného varovani v pfednemocniéni pé&i. www.zachrannasluzba.cz. 2023.

do prednemocnhicni péece

The ability of early warning scores (EWS) to detect
critical illness in the prehospital setting: A
systematic review

3

Teresa A Williams ', Hideo Tohira 2, Judith Finn 2, Gavin D Perkins 4, Kwok M Ho °

Affiliations + expand
PMID: 26905389 DOI: 10.1016/j.resuscitation.2016.02.011

Abstract

Aim: To examine whether early warning scores (EWS) can accurately predict critical illness in the
prehospital setting and affect patient outcomes.

Methods: We searched bibliographic databases for comparative studies that examined prehospital

EWS for patients transported by ambulance in the prehospital setting. The ability of the different EWS,

including pre-alert protocols and physiclogical-based EWS, to predict critical illness (sensitivity, odds
ratio [OR], area under receiver operating characteristic [AURQC] curves) and hospital mortality was
summarised. Study quality was assessed using the Newcastle-Ottawa Scale.

Results: Eight studies were identified. Two studies compared the use of EWS to standard practice
using clinical judgement alone to identify critical illness: the pooled diagnostic OR and summary
AUROC for EWS were 10.9 (95%C| 4.2-27.9) and 0.78 (95%CI 0.74-0.82), respectively. A study of
144,913 patients reported age and physiclogical variables predictive of critical illness: AUROC in the
independent validation sample was 0.77, 95% Cl 0.76-0.78. The high-risk patients stratified by the
national early warning score (NEWS) were significantly associated with a higher risk of both mortality
and intensive care admission. Data on comparing between different EWS were limited; the Prehospital
Early Sepsis Detection (PRESEP) score predicted occurrence of sepsis better than the Modified EWS
(AUROC 0.93 versus 0.77, respectively).

Conclusion: EWS in the prehospital setting appeared useful in predicting clinically important
outcomes, but the significant heterogeneity between different EWS suggests that these positive
promising findings may not be generalisable. Adequately powered prospective studies are needed to
identify the EWS best suited to the prehospital setting.
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K ¢emu je to dobre?

Snizeni pocCtu zavaznych nezadoucich udalosti (Serious adverse events — SAE).

Upevnéni navyku systematického pristupu k pacientum — ABCDE - E také jako EWS?

Zvyseni kompetence NLZP nikoliv ve smyslu paragrafu, ale odborné kapacity.

Vytvoreni spolecného komunikacniho prvku mezi multidisciplinarnimi tymy.

Zmenseni Sedé zény pfi rozhodovacim procesu smérovani pacientu

Potencial pro automatizaci/Al/Machine learning.

Nezatezuje novou vySetrovaci metodou
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Limitace

— Velké mnozstvi ruznych modifikaci stéZuje standardizaci.
— Heterogenita védeckych dukazu.

— Neni bézné v kurikulu vzdélavatelu

— Rezistence zdravotniku a managementu nemocnic.

— Je to jen nastroj a nenahrazuje komplexni klinické vysetreni.
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Co je predmétem naseho zkoumani

|dentifikace Priprava
efektivniho track standardizovanych
and trigger materialu
systemu vhodnych pro
(modifikace EWS). Implementaci.

Pilotaz na
vybranych
klinikach
a oddélenich.
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— Neékdy je lepSi aktivovat resuscitaCni tym, ktery zhodnoti, ze
dany pacient neni kriticky, nez zavolat tym pozdeé, kdy uz

pacientovi je extrémné narocné jakkoliv pomaoci.

“If you want to go fast, go alone. If you want to go far, go together.”
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Prosim o hlasovani

Join at
slido.com

#NLZP
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