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Appendix A 

Modified Early Warning Score 

 

 



SITUATION MONITORING 54 

Appendix B 

Concept Map of Situational Monitoring and Nursing Decision-making 
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Appendix C 

 

Demographic Data Form for RN Residents  

 

Sex: ______ Female ______Male       

Age: _______________________ 

 

Highest Level of Education: 

GED ___________________________________ 

High School Degree_______________________ 

Associate Degree _________________________ 

Baccalaureate Degree _____________________ 

Master’s Degree __________________________ 

Doctoral Degree __________________________ 

Other __________________________________ 

 

Have you activated a Rapid Response Team (RRT) call?  Yes _____ No _____ 

If Yes, was the RRT call a positive experience for you?      Yes _____No _____ 

 

Do you have previous experience with an Early Warning Tool to detect Clinical 

Deterioration? Yes _____ No _____  

If Yes, please describe: 

 

 

Thank you for your participation 
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Appendix D 

Vital Signs Observation Chart  

 

 

 

 

Adapted from:  Preece, M., Hill, A., Horswill, M., & Watson, M. (2012).  Supporting the 

detection of patient deterioration: Observation chart design affects the recognition of 

abnormal vital signs.  Resuscitation, 83: 111-1118. 
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Appendix E 

Bell Curves Model of Clinical Deterioration  

 

 

In Garvey, P. (2015). Failure to rescue: The nurse’s impact. MedSurg Nursing, 24(3): 145-149. 
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Appendix F 

SBAR Template for Deterioration 

 
S  SITUATION 

-  I am calling about <patient name and location>.    -  The patient's code status is <code status> 

  -  The problem I am calling about is: ______.  I am concerned the patient is going to arrest.  

      I have just assessed the patient personally: 

  -   Vital signs are:   Blood pressure ______    Pulse____ RR _____ Temp_____ MEWS ______.   

  -    I am concerned about the: 

  

  

B 

BACKGROUND 

The patient's mental status is: 

- Alert and oriented to person place and time _______ 

- Confused and cooperative or non-cooperative _______ 

- Agitated or combative _______ 

- Lethargic but conversant and able to swallow ________ 

-      Stuporous and not talking clearly, and possibly not able to swallow______ 

-      Comatose, eyes close, not responding to stimulation ________ 

   The patient’s skin is: 

-      Skin warm, pale, dry ________ 

-      Skin mottled ________ 

-      Skin Diaphoretic ________ 

-      Extremities cold ________ 

-      Extremities warm ________ 

  The patient’s oxygenation status is: 

       -     Patient is not on oxygen 

       -     Patient has been on ____   (l/min) or (%) oxygen for _ minutes (hours).  

       -     Pulse oximeter is reading ______ % or the oximeter does not detect a good pulse and is 

             Giving erratic readings.   

A ASSESSMENT 
        -     The problem seems to be cardiac – infection -  neurologic - respiratory   

        -     This is what I think the problem is:  <say what you think is the problem 

       -      “I am not sure what the problem is but the patient is unstable and may arrest.” 

R RECOMMENDATION 

I suggest or request that you <say what you would like to be done> 

      -      Transfer the patient to critical care. 

      -      Talk to the patient or family about code status.   

      -      See patient now.  

      -      Ask for a consultant to see the patient. 

  Are any tests needed: 
Do you need any tests like CXR, ABG, EKG, CBC, or BMP?  Others? 

If a change in treatment is ordered, then ask: 

How often do you want vital signs? How long to you expect this problem 

will last? If the patient does not improve, when would you want us to call?  

 **This SBAR tool was developed by Kaiser Permanente. Please feel free to use and reproduce these materials 

in the spirit of patient safety, and please retain this footer in the spirit of appropriate recognition.  
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Appendix G 

TeamSTEPPS© Tools Overview  

TeamSTEPPS© Tools 

TeamSTEPPS© (Team Strategies and Tools to Enhance Performance and Patient Safety) is an 

evidence-based framework to optimize team performance across the healthcare delivery system.  

The core of the TeamSTEPPS© framework is comprised of four skills: Leadership, Situation 

Monitoring, Mutual Support, and Communication.  These skills must interplay with the Team 

Competency Outcomes:  Knowledge, Attitudes, and Performance. 

 

LEADERSHIP 

There are two types of leaders: (1) Designated, and (2) Situational.  An effective team leader: 

 Organizes the team 

 Articulates clear goals 

 Makes decisions through collective input of members 

 Empowers members to speak up and challenge, when appropriate 

 Actively promotes and facilitates good team work 

 Skillfully resolves conflicts 

 

Team Events 

Brief:  A short session for planning prior to start to discuss team formation; assign essential 

roles; establish expectations and climate; and anticipate outcomes and likely contingencies. 

Huddle:  When problem solving is needed, this ad hoc planning is used to reestablish situation 

awareness, reinforce plans already in place, and assess the need to adjust the plan.   

Debrief:  This informal information exchange session is designed to improve team performance 

and effectiveness.  Feedback from the team drives future process improvement. 
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SITUATION MONITORING 

Situation monitoring is the process of continually scanning and assessing what’s going on around 

you to maintain situation awareness.  (STEP = Status of the patient, Team members, 

Environment, Progress towards Goals). 

 

S       T                                       E                              P

 

SITUATION AWARENESS 

Situation Awareness is “knowing and what is going on around you” and knowing the conditions 

that affect your work. 

Shared Mental Models result from each team member maintaining his or her situation 

awareness and sharing relevant facts with the entire team so everyone on the team is “on the 

same page.” 

 

 

Cross Monitoring: an error reduction strategy that involves monitoring actions of other team 

members; providing a safety net within the team; ensuring mistakes or oversights are caught 

quickly and easily, and “watching each other’s backs.” 

 

 

 

Status of Patient 
Patient History 

Vital Signs 

Medications 

Physical Exam 

Plan of Care 

Psychosocial Issues 

Team Members 
Stress 

Fatigue 

Workload 

Task  

Performance 

Skill 

 

Environment 
Facility Information 

Administrative Info 

Human Resources 

Triage Acuity 

Equipment 

Progress Towards Goals 
Status of Patient(s)? 

Established Team Goals? 

Task/Actions of Team? 

Is Plan Still Appropriate? 
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MUTUAL SUPPORT 

Task assistance is one form of mutual support in which team members: 

 Protect each other from work overload situations 

 Place all offers and requests for assistance in the context of patient safety 

 Foster a climate where it is expected that assistance will be actively sought and offered 

 

COMMUNICATION 

Effective communication is complete, clear, brief, and timely.  SBAR is a technique for 

communicating critical information that requires immediate attention and action concerning a 

patient’s condition and is especially important during handoff. 

 Situation – What is going on with the patient? 

 Background – What is the clinical background or context? 

 Assessment – What do I think the problem is? 

 Recommendation and Request – What would I do to correct it? 

 

Using “CUS” words is one way to “STOP the line” and alert other ream members to your 

concerns. 

 I am CONCERNED 

 I am UNCOMFORTABLE 

 This is a SAFETY issue or I don’t feel like this is SAFE 

 

Examples:  “I am concerned about Mr. Smith’s heart rate.  I am uncomfortable with what we’re 

seeing.   I don’t feel like this is safe.  I think we should call the Rapid Response Team.” 

Two Challenge Rule 

When an initial assertion is ignored: 

 It is your responsibility to assertively voice concern at least two times to ensure it has 

been heard, and the team member being challenged must acknowledge the concern. 

 If the outcome is still not acceptable: (1) take a stronger course of action; (2) utilize 

supervisor or chain of command 

 

The Two Challenge rule empowers all team members to “stop the line” if they sense or discover 

an essential safety breach. 
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Appendix H 

Permission to Use V-Scale  

Permission to use V-Scale Request  

LY 

Liaw Sok Ying <nurliaw@nus.edu.sg>  

  

Reply all |  

Tue 1/31, 12:13 A 

 

Dear Rose, 

 

Thank you for your interest. Please go ahead to use the tool. 

 

All the best for your research study. 

 

 

Sent from my iPhone 

 

 

Patrick, Rosemarie A.  

Permission to use V-Scale Request  

Mon 1/30, 9:46 PM  

Greetings, My name is Rose Patrick and I am a DNP student at Eastern Kentucky University. I am seeking permission to use the 

V-Scale to assess attitudes toward vital signs monitoring in the detection of clinical deterioration as a part of my DNP capstone 

project.  
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Appendix I 

Permission to Use TeamSTEPPS Knowledge Assessment Questions 

 


