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Abstract  

Maternal Early Warning Scores (MEWS) is an acute maternity illness severity scoring and escalation trigger system. Background: The use of 

the MEWS in Nigerian obstetric practice is rare but with the strong desire for its use reported and the increasing number of international 

partnerships with clinicians in Nigeria for the introduction of this tool, the use of multiple versions of MEWS into the Nigerian clinical practice 

has been recognised as a potential patient safety risk best managed through the development of a Nigerian national MEWS version. Aims: We 

set out to explore the development of a Nigerian National MEWS version that would make an acceptable fit for the Nigerian acute obstetric care 

environment to be used by all clinicians involved in acute obstetric care in Nigeria. Methods: The United Kingdom MOEWS was used as the 

baseline (template); following planned training on MEWS using the above template, surveys of experts at these meetings on the suitability (for 

Nigeria) and necessity for modifications of the template was done using survey monkey and paper-based questionnaires. Results: One hundred 

and forty one experts responded out of two hundred requests (70.5%), one hundred and twenty five (88.6%) opted for modifications of the 

template. Of these, one hundred and three (82.4%) favoured the addition of a parameter directly related to pre-eclampsia. Conclusion: A 

modification of the UK MOEWS by the addition of another parameter related to pre-eclampsia was favoured by the majority of experts in this 

study for the development of a Nigerian national MEWS. 
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Introduction 

Maternal Early Warning Scores (MEWS) is an acute maternity 

illness severity scoring and escalation trigger system, the absence 

of this track and trigger tool or the failure of staff to use this tool 

for the early recognition and escalation of acutely deteriorating 

obstetric conditions have been recognized as contributory factors in 

several cases of sub-standard care, morbidities and mortalities 
[1,2,3,4]. 

Improving the recognition of acute deterioration and 

preventing mortality require a step-wise solution involving staff 

education, patient monitoring, recognition of patient deterioration, 

a system to call for help, and an effective clinical response[5]. This 

five-ringed “chain of prevention” can provide a structure for 

hospitals to design care processes to prevent and detect patient 

deterioration and death. The Maternal Early Warning Scores 

(MEWS) provides solutions to many of these and can set the 

foundation for team approach to emergency obstetric care 

(EMOC). 

The development of the Maternal Early Warning Scores 

(MEWS) arose from the report of the United Kingdom confidential 

enquires into maternal and child health (CEMACH) of 2003–2005, 

in that triennial report, evidence of substandard care and mortalities 

reviewed were linked to the failure of clinical staff to recognize 

acutely deteriorating obstetric conditions and trigger escalation of 

care sooner, this prompted a recommendation in the report, “There 

is an urgent need for the routine use of a national early warning 

chart, which can be used in all obstetric women which will help in 

the more timely recognition, treatment and referral of women who 

have, or are developing, a critical illness[6].  

The track and trigger system that emerged from this 

recommendation was called Modified Obstetric Early Warning 

Scores (MOEWS)[7] in the United Kingdom - named Modified 

Obstetrics EWS (MOEWS) to distinguish it from the non-obstetric 

Early Warning Scores (EWS) because of the physiological changes 

of pregnancy, outside the United Kingdom, it is simply referred to 

as Maternal Early Warning Scores (MEWS). 

Following endorsement of MOEWS and EWS by the United 

Kingdom National Institute for Health and Clinical Excellence 

(NICE), UK[8] it rapidly gained popularity, unfortunately different 

Hospitals began to develop local versions to the point that over 72 

recorded versions of the early warning scoring systems were in use 
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at different hospitals in the United Kingdom prior to the call of the 

Royal College of Physicians, London, for a national early warning 

scores[9,10,11].  

Internationally, other versions of the MEWS are also in use 

in the United States of America[12], Belgium, Republic of Ireland, 

etc. and with the adoption of this tool in the United Nations post 

2015 Sustainable Development Goals (SDGs) within Goal 3, target 

13 (SDG3:13): “Strengthen the capacity of all countries, in 

particular developing countries, for early warning, risk reduction 

and management of national and global health risks” the risk of 

many more different versions of this tool (MEWS) in simultaneous 

use in hospitals within countries and around the world becomes 

ever greater. 

Although Isemede and Unuigbe[13], reported a rarity of 

MEWS in the Nigerian Obstetric practice in 2019, that study also 

showed a couple of other pertinent points - first, that a quarter of 

the respondents reported a locally designed MEWS-like system 

(physician specific calling systems) - a hunger for standard MEWS 

and secondly, that 96% of respondents indicated desire for the 

introduction and implementation of the MEWS in their hospitals. 

Against this background of unmet need for the use of the 

MEWS in the Nigerian acute obstetric care practice, International 

partnerships with clinicians in Nigeria from several organisations 

such as the Royal College of Obstetricians and Gynaecologists, 

(RCOG) London, Royal College of Anaesthetists (RCoA), London, 

Patient Safety Africa, Irish teams, USA based teams, etc. have 

stepped in to support the introduction and implementation of their 

versions of MEWS (Africa Day, RCOG, London), September 27, 

2019)[14]. The potential for unintended patient safety harm from 

multiple versions of the MEWS in simultaneous use in the 

Nigerian acute clinical care environment as a result of seemingly 

uncoordinated interventions by several international partners needs 

to be considered and addressed at this early stage of MEWS 

development in Nigeria and managed through the development of a 

Nigerian National MEWS version. 

Aims 

We set out to explore the development of a Nigerian National 

MEWS version that would make an acceptable fit for the Nigerian 

emergency obstetric care environment to be used by all clinicians 

involved in acute obstetric care in Nigeria. 

Methods 

Following planned training on MEWS (the second phase of the 

Patient Safety Africa three phase project for the introduction of 

MEWS for routine use in acute obstetric practice in Nigeria), using 

the UK MOEWS at seven regional medical centres and at two 

national conferences in Nigeria in 2018 and 2019, surveys of 

experts (senior registrars and consultants in obstetrics, midwifery 

staff of sister level and above and senior registrars and consultants 

in obstetric anaesthesia care in Nigeria) at these meetings, were 

surveyed on the suitability of the UK MEOWS template, the need 

for modifications, choice of necessary modifications to render it 

suitable for the Nigerian acute obstetric care environment was 

carried out using survey monkey and paper based questionnaires. 

A switch to paper based questionnaire was made following 

poor response rates from online surveys after visits to the first three 

centres, as online reminders were sent to the first three centre 

experts, paper based questionnaires were used in the last four 

centres and at the national conferences. 

The national spread of the centres, the inclusion of all 

professional groups (Obstetricians, Midwives and Obstetric 

anaesthetists) in maternity care and the fact that the national 

conferences had participants drawn from all over the country made 

this sample a good representation of the national picture. 

Response rate turned out better than feared after initial 

reviews because responses to online reminders were good and 

better responses were seen with paper based system used in the last 

four centres and at the national conferences. 

Results 1 

A total of two hundred requests were sent to the experts, one 

hundred and forty one responses were received (70.5%) this was 

made up of 68 responses out of 100 requests to obstetricians, 21 

responses out of 30 requests sent to Midwives and 52 responses out 

of 70 requests sent to Obstetric anaesthetists. 

Table 1: Survey Population 

 Requests Received 

Obstetricians 100 68 (68.0%) 

Midwives 30 21 (70.0%)  

Obstetric-Anaesthetists 70 52 (74.2% 

Total 200 141 (70.5%) 

 
 

 

Figure1.1: Survey Population: Requests 

 

Figure1.2: Survey Population: Respondents 
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Results 2 

One hundred and twenty five (88.6%) of experts opted for 

modifications of the template while sixteen (11.4%) favoured 

retaining the baseline (MOEWS/UK) template without 

modifications.  

Table 2: Responses to the need for template (MOEWS/UK) 

modifications 

 Number of Respondents % 

YES 125 88.6 

NO 16 11.4 

 

 

Figure 2.1: Responses and numbers to the need for template 

modifications 

 

Figure 2.2: % of Respondents to the need for template 

modifications 

Results 3 

Out of the hundred and twenty five in favour of modification of the 

UK MEWS template, one hundred and three (82.4%) opted for the 

addition of pre-eclampsia related parameter.  

Table 3: Modification options and number of experts in favour 

of options 
 

Additional Parameters 
Number of Experts 

/respondents in favour 

 

% 

Hourly Urine Output 3 2.4% 

Mean Arterial BP (MAP) 6 4.8% 

Bedside Glucose levels 13 10.4% 

Hypertension associated 

with unremitting headache 

 

103 

 

82.4% 

Total  125  

 

 

Figure 3: Modification options and number of experts in favour of options 
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Figure 4: Proposed Nigerian national MEWS: A single sheet of A4 paper - vital signs records (tracking) in front and triggering 

(escalation) guidelines on the back page. 
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Discussions 

Acute illnesses in the obstetric patient need to be recognized early 

and adequate monitoring instituted to prevent physiologic 

deterioration and a cascade of events to organ failure, multi-organ 

failure, and cardiorespiratory arrest.  

Routine patient observations which are only periodic - done 

at fixed intervals or sometimes not done – are inadequate for 

acutely deteriorating obstetric emergencies where maternal 

collapse and deaths can occur precipitously.  

Most pregnancies and labour tend to be normal physiological 

events, but potential risks of complications and deterioration exist 

with each and every case, and because not all deteriorations can be 

predicted, it is necessary to monitor these women very closely, this 

involves recording and acting on vital signs to ensure early 

detection of actual or potential deterioration of patient's 

physiological state in order to reduce morbidities and mortalities, 

the maternal early warning scoring system encapsulates these 

actions and benefits[15,16].  

MEWS utilises the vital signs in common use in the ABCDE 

approach to emergency care, these vital signs (monitored in the 

MEWS) are as follows: respiratory rate, heart rate, blood pressure - 

systolic and diastolic, temperature, oxygen saturations, and level of 

consciousness (using the AVPU = (A)lert, response to (V)oice, 

response to (P)ain and (U)nresponsive). Every recoded vital sign 

generates a score of (0–3), depending on size of deviations from 
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normal: 0 for parameters within normal physiological limits and a 

score of 3 for the most severe deviation; a total track and trigger 

score is generated by adding all the scores generated from the vital 

signs. 

A graded response (escalation) strategy for patients identified 

to be at risk of clinical deterioration is used – low score group: 

increased frequency of observations, document/report; medium 

score group: urgent call to local team leader; high score group: 

immediate response and emergency call to specialist team. 

The MEWS is useful in providing visual aids of trends, 

revealing “hidden” trends, facilitating shared understanding, and 

providing legitimacy for escalation that entails timely recognition 

of deterioration, good communication between teams, expedited 

treatment, and/or referral[17,18]. 

Sixteen experts out of one hundred and forty one respondents 

(11.4%) were happy for the introduction of the UK MOEWS 

template without modifications, one hundred and twenty five 

experts (88.6%), opted for template modification to make it more 

suitable for the Nigerian acute obstetric care environment. This 

majority in favour of modification, may be related to the high drive 

in this study population to achieve reductions in the country’s very 

high maternal mortality rates through preventing deterioration, 

reducing delays and getting acutely ill obstetric patients in the 

country to points of definitive care in a more expeditious manner 

which a more robust MEWS version may offer[19,20]. 

Hypertension associated with unremitting headache was the 

favoured additional parameter by 103 out of the 125 experts 

(82.4%), others are: hourly urine output measurements, 3 (2.4%), 

Mean Arterial Blood Pressure recordings, 6 (4.8%) and bedside 

glucose measurement 13 (10.4%). The choice of hypertension 

associated with unremitting headache may be due to the fact that 

hypertensive diseases in pregnancy has become the highest cause 

of maternal mortalities in Nigeria and several parts of Sub-Saharan 

Africa[21], also, the choice of bedside glucose measurements as an 

additional parameter may be a pointer to common clinical 

experiences of fitting obstetric patients in this study population.  

Mean Arterial blood Pressure (MAP) and hourly urine output 

recordings were less favoured as additional parameters by the 

experts, this may be due to experts desiring a version of MEWS 

that would be suitable for both the secondary care as well as the 

rural primary care centres, a version that would improve 

communications and expedite transfer rather than hinder them if 

the required processes are complex or cumbersome[22,23]. 

In implementing the MEWS in Nigeria, caution must be 

exercised to ensure that scores and numbers do not replace 

comprehensive patients’ assessments as such overdependence on 

scores by recorders without due regard to clinical judgement has 

also been shown to be a risk in this process[24], likewise, the early 

warning system is not a replacement for adequate staffing; in Sub-

Saharan Africa where the challenge of skilled birth attendants is 

acute, this temptation must be resisted. The MEWS is also not for 

chronic patients or patients on end of life pathway.  

The similarities in acute obstetric care in most of Sub-

Saharan Africa[21] may make this proposed Nigerian national 

MEWS version suitable for use in several of these countries until 

specific country level studies are available to underpin individual 

national MEWS. 

MEWS Implementation research - protocol development, 

training, systematic pilots in both secondary and primary 

healthcare settings and audits in a collaborative approach for the 

introduction and implementation of a national Maternal Early 

Warning Scores (MEWS) in Nigeria is keenly advocated. 

Financial support and sponsorship 

Nil 

Conflicts of interest 

There are no conflicts of interest. 

References 

[1] Thomas R, Luettel D, Healy F. Safer care for the acutely 

ill patient: Learning from serious incidents. The Fifth 

Report from the Patient Safety Observatory. London: 

National Patient Safety Agency NPSA (NHS); 2007 

[2] Kause J, Smith G, Prytherch D, Parr M, Flabouris A, 

Hillman K, et al. A comparison of antecedents to cardiac 

arrests, deaths and emergency intensive care admissions 

in Australia and New Zealand and the United Kingdom - 

the ACADEMIA study. Resuscitation 2004;62:275-82 

[3] Harrison GA, Jacques T, McLaws ML, Kilborn G. 

Combination of early warning signs of critical illness 

predicts in-hospital deaths – the SOCCER STUDY (signs 

of critical conditions and emergency responses). 

Resuscitation 2006;71:327-34. 

[4] National Patient Safety Agency. Recognising and 

Responding Appropriately to Early Signs of 

Deterioration in Hospitalised Patients. London; NPSA; 

2007 

[5] Deakin CD, Nolan JP, Soar J, Sunde K, Koster RW, 

Smith GB, et al. European resuscitation council 

guidelines for resuscitation 2010. Section 4. Adult 

advanced life support. Resuscitation 2010;81:1305-52. 

[6] Lewis G. Saving Mothers' Lives: Reviewing maternal 

deaths to make motherhood safer-2003-2005. The 

Seventh Report of the Confidential Enquiries into 

Maternal Deaths in the United Kingdom. 2007. 

[7] Carle C, Alexander P, Columb M, Johal J. Design and 

internal validation of an obstetric early warning score: 

Secondary analysis of the intensive care national audit 

and research centre case mix program database. 

Anaesthesia 2013;68:354-67. 

[8] National Institute for Health and Care Excellence -NICE 

(UK): Clinical Guidelines; 2003-2018. 

[9] Patterson C, Maclean F, Bell C, Mukherjee E, Bryan L, 

Woodcock D, et al. Early warning scores in the United 

Kingdom: Variations in content and implementation 

strategy has implications for the NHS early warning 

system. Clin Med (Lond) 2011;11:424-7. 

[10] Royal College of Physicians, London. National Early 

Warning Score (NEWS): Standardising the Assessment 

of Acute Illness Severity in the NHS. London: Report of 

a working party of the Royal College of Physicians; 

2012. 

[11] McGinley A, Pearse RM. A national early warning score 

for acutely ill patients. Brit Med J 2012;345:e5310. 

[12] Mhyre JM, D'Oria R, Hameed AB, Lappen JR, Holley 

SL, Hunter SK, et al. The maternal early warning criteria; 

proposal from the national partnership for maternal 

safety. ObstetGynecol 2014;124:782-6.  

[13] Isemede A O, Unuigbe J A. Obstetric morbidity and 

mortality: Exploration of the use of Maternal Early 

Warning Scores (M-EWS) for recognition and escalated 

timely interventions in acute obstetric emergencies in 



International Journal of Innovative Research in Medical Science (IJIRMS 

 

www.ijirms.in 59 

Nigeria. Trop J Obstet Gynaecol 2019;36:165-9 

http://www.tjogonline.com/text.asp?2019/36/2/165/2668

70 

[14] Global Maternal Health Issues: (Africa Day, RCOG, 

London) 27th September, 2019 

[15] Winters BD, Weaver SJ, Pfoh ER, Yang T, Pham JC, Dy 

SM. Rapid-response systems as a patient safety strategy: 

A systematic review. Ann Intern Med 2013;158:417-25. 

[16] Berwick D. A Promise to Learn – A Commitment to Act: 

Improving the Safety of Patients in England. National 

Advisory Group on the Safety of Patients in England. 

(NHS) 2013. 

[17] New South Wales Government. Recognition and 

Management of Patients who are Clinically 

Deteriorating. NSW Government/Health – Clinical 

Excellence Commission/Policy Directive; 2013.  

[18] Scottish Intercollegiate Guideline Network (SIGN) 

Guideline 139: Care of Deteriorating Patients. 

Edinburgh: Scottish Intercollegiate Guideline Network; 

2014. 

[19] Smith GB, Prytherch DR, Schmidt PE. Early warning 

scores: Unravelling detection and escalation. Int J Health 

Care QualAssur 2015;28:872-5. 

[20] Bleyer AJ, Vidya S, Russell GB, Jones CM, Sujata L, 

Daeihagh P, et al. Longitudinal analysis of one million 

vital signs in patients in an academic medical center. 

Resuscitation 2011;82:1387-92. 

[21] Unuigbe, JA. Critical-care management of severe 

preeclampsia-eclampsia and obstetric hypertensive crisis. 

Chapter in Contemporary obstetrics and gynaecology for 

developing countries. Eds. Okonofua F. and Odunsi K. 

Women's Health and Action Research Centre (WHARC), 

Benin City, Nigeria. Second edition, August 2019. 

[22] Chen J, Bellomo R, Flabouris A, Hillman K, Finfer S, 

MERIT Study Investigators for the Simpson Centre, et 

al. The relationship between early emergency team calls 

and serious adverse events. Crit Care Med 2009;37:148-

53. 

[23] Tucker G, Lusher A. The use of early warning scores to 

recognise and respond to patient deterioration in district 

nursing. Brit J Community Nurs 2018;23:76-9. 

[24] Teasdale GM. National early warning scores are not 

suitable for all patients. Brit Med J 2012;345:e58775. 

 

 


