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News Score W = white Y = yellow O = orange

Contact Medical Help if:
Surgical Patients NEWS>3 Medical Patients NEWS>5
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RN/RPN assesses the patient’s status
NEWS Score>3 for surgical patients
NEWS Score>5 for medical patients

DECISION TREE

RN/RPN discusses the assessment of
the patient with the Charge Nurse
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RN/RPN and/or Charge Nurse collect all pertinent information as per the SBAR tool and
calls the Most Responsible Physician (MRP) or On Call Physician
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Contact is made with the MRP and plan of
care is determined. |If the RP/RPN has
concerns with the plan of care this must
be escalated to the Clinical Manager as
per the decision tree outline in the NHS
Escalation policy.
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Plan of care is implemented

|

RN/RPN/Charge Nurse is unable to
contact the MRP/On Call Physician.
The following should be contacted until
someone is reached:

Notify Clinical Manager to facilitate calls
to Chief of the Program or Site Chief.

Contact is made with the MRP/On
Call Physician and a plan of care is
determined.

If the RN.RPN/Charge Nurse has
concerns about the plan of care
this must be escalated to the
Clinical Manager as per the
decision tree outlined in the NHS
Escalation policy.
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If not resolved, the
Clinical Manager will
escalate to the Site
Health Program Director
or HPD on call.

Situation, Background, Assessment, Recommendation

S.B.AR.

Before calling the physician ensure that you act upon the following:
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complete a head — toe assessment

review the chart for the appropriate physician to call
follow the parameters of the SBAR for the collection of patient data; review the nurses and physicians notes from the previous shift

have the chart available during the call to review any information requested by the physician

SITUATION - What is the situation that you are calling about?

>
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BACKGROUND - pertinent background information
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identify self, unit, patient, room number

Briefly state the problem, what it is, when it happened or started, and how severe?

admitting diagnosis and admission date
list of current medications, 1V fluids

Provide the physician the history of the NEWS score
Indicate to the physician the NEWS score that has created the flagging for the call

lab results with an emphasis on the abnormal

other clinical information
Code Status

ASSESSMENT — What is the Nurses assessment of the situation based on the information/data collected?

RECOMMENDATION — What is the Nurse’s recommendations or what does he/she want from the Physician.
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notification that patient has been admitted
patient needs to be seen now

suggestion re an order change for the clinical situation that is being dealt with




