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Patient Observation Chart

Name

Address

Hospital No.

DOB

Admitted Date Ward

Transferred Date Ward

Transferred Date Ward

Pain Score
Remember to check scores after pain relief.
Patient asked to report pain at rest and on movement.
0 = No pain at rest or on movement
1 = No pain at rest, slight pain on movement
2 = Intermittent pain at rest, moderate on movement
3 = Continuous pain at rest severe on movement
Review 5 mins after I/V, 1 hour after I/M, S/C or oral analgesia.
Sustained pain score of 2 or pain score of 3 requires intervention.

Sedation Score
0 = Awake, alert, orientated
1 = Mild, aroused by verbal stimulus
2 = Moderate, aroused by physical stimulus
3 = Severe, no response
S = Normal sleep, easy to rouse
Score 2 or 3 requires immediate intervention

Nausea Score
0 = No nausea
1 = Mild (No treatment wanted)
2 = Moderate (Treatment required)
3 = Severe (Clinical problem persists despite treatment)
Review 1 hour after treatment.  Inform doctor if additional treatment required.

Patient Observation Chart Guidelines
Not all patients will require every part of this observation chert to be completed. Clinical judgement
should be used to dictate the type and frequency of vital sign monitoring required.

The following patients are considered to be at high risk of developing a critical illness therefore it would
be considered good practice to commence MEWS at the earliest opportunity.

• All emergency admissions
• Unstable patients
• Patients whose condition is causing concern
• Patients requiring frequent or increasing frequency of observations
• Patients who have stepped down from a higher level of care
• Patients with a chronic health problem
• Patients who are failing to progress
• Post-operative patients

There are also patients in whom the use of MEWS may be inappropriate:
• Day case patients
• Patients requiring no observations
• Patients who are terminally ill
• Planned discharges.

This is not an exhaustive list. Although the majority of patients may benefit from utilisation of the
scoring system, a nurse’s own clinical judgement dictates whether the he/she feels the patient reqiures
scoring. For guidance on the use of MEWS, refer to the Nurse in Charge.



Score 3 2 1 0 1 2 3

Resp. Rate ≤8 9-10 11-20 21-25 26-30 ≥31

Pulse ≤40 41-50 51-100 101-110 111-130 ≥131

Systolic BP ≤84 85-89 90-100 101-199 >200

GCS / ≤8 9-13 14 15 / 

AVPU Alert Voice Pain Unresponsive

Urine <10mls/hr <30mls/hr

for 2 hrs for 2 hrs

Temp. (°C) ≤35.0 35.1-35.9 36.0-37.4 37.5-38.5 ≥38.6

SpO2% ≤87 88-91 92-94 95-100
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Modified Early Warning Score (MEWS)

New agitation
or confusion



Calling Criteria

Increase frequency of patient observations, monitor trends and inform
Nurse in Charge.

Score is 3 in one category Contact Senior Nurse and increase frequency of patient observations.

Score is 4 and above
or increasing by 2 or more

Patient’s GCS falls by Contact Senior Nurse and increase frequency of patient observations
2 or more Contact Critical Care Outreach Team.

Any patient whose
condition is causing concern

The Senior Nurse will direct patient care and contact the appropriate medical staff when necessary.

Score is 1-3
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Neurological Observation Chart

Pupil
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Glasgow Coma Scale
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