
Amidst the ongoing reorganization of the national
health service, there is an ever-greater call for hospital
models that are structured on different levels of inten-
sity of care. While these have still not been completely
defined, the concept according to which patients are al-
located to the best setting of care, tailored to the needs
of the clinical complexity of the individual patient, is
gradually taking hold. Unfortunately, there is still much
confusion over terminology, both in the definition of
complexity of care and of intensity of care (defined as
the level of care required by the single patient based on
a clinical assessment of the instability and complexity
of medical and nursing needs) (Table 1),1-3 as well as in
the definition of the complex, critical, unstable and frail
patient.1

The different areas of clinical complexity, nursing
and management of patients admitted onto the Internal
Medicine ward require a multidisciplinary approach
and a multidimensional assessment (Table 2).

Scotti and Pietrantonio4 offer a number of very in-
teresting insights, emphasizing the specificity, charac-
teristics and strengths of Internal Medicine in the
current epidemiological context of hospitalized pa-
tients. The stratification of the severity of patients is a
subject for debate. Is multi-parametric evaluation
through the use of fast and facilitating scores useful to
appropriately stratify our patients to the intensity of care
they need?5 A specific question is whether the modified

early warning system (MEWS) score may be the best
tool to establish prognosis.6 The MEWS score (and its
subsequent amendments) was not really designed to
evaluate the severity of patients on admission to the
hospital ward, but as a simple tool for a quick clinical
assessment of the patients admitted, without any con-
tinuous technological monitoring, given that any delay
in essential intervention could lead to a rapid decline in
clinical condition.7 Few studies considered the MEWS
score as a means to stratify hospitalized patients either
in Internal Medicine and on other specialized wards. In
some retrospective studies, cases were divided into
classes of severity by calculating the MEWS score only
after admitting the patient onto a hospital ward.8,9 These
papers, although extremely heterogeneous, confirm the
report by Scotti and Pietrantronio that a high rate of pa-
tients admitted onto Internal Medicine wards have
lower MEWS scores, mainly 0-1. The least that could
be said, and this is by no means a holistic point of view,
is that many of these patients could have been consid-
ered suitable for outside hospital care and in several
cases this may have been inappropriate.10 Beside this,
there is the fact that, although MEWS score explores
the patient’s clinical instability, it is not an adequate tool
to assess the complex Internal Medicine patient accord-
ing to the different domains of complexity.1 Another
critical issue for MEWS score concerns respiratory rate.
Although considered to be the best parameter by which
to explore the degree of ventilatory reserve of patients
with chronic respiratory diseases,12 respiratory rate is
not usually testedby physicians and nurses on Internal
Medicine wards.11 As alternative parameters to respira-
tory rate, the most easily detectable used in Internal
Medicine departments are arterial oxygen saturation
and O2 therapy.13 These were added to the modified
ViEWS score (VitalpacTM early warning score)14 that
adopts six parameters compared with the five of the
MEWS score. Unfortunately, these scores still have
some important intrinsic limitations that can signifi-
cantly impair the stratification of severity criteria in ad-
mitted patients. Two main problems are: i) the fact that
the occurrence of a significant hyperpyrexia can have
a huge conditioning effect over almost all other param-
eters, especially in a patient of advanced age; ii) the
presence of highly unstable and potentially fatal dis-
eases in patients with a lower MEWS score on admis-
sion. It is common to observe that a febrile patient,
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maybe even during a simple viral fever, can develop
tachycardia, tachypnea, a decline in O2 saturation, and
a reduced level of alertness, which may correspond to
a MEWS score of 3 or 4 points. All these parameters,
once the patient is no longer febrile, could all be nor-
mal, therefore leading to a completely different MEWS
score, even close to 0. In order to overcome this prob-
lem, some Authors, mostly in Emergency Departments,
have suggested another score that, unlike MEWS and
ViEWS, does not consider body temperature. The rapid
emergency medicine score (REMS),15 including 6 items
(age, heart rate, respiratory rate, mean arterial pressure,
Glasgow coma scale and saturation in arterial O2), has
not yet aroused much interest in the literature. It avoids
a potential confounding factor such as higher body tem-
perature, but introduces age as a parameter. However,
given the well-known biological variability among pa-
tients, this can become a cause of confusion. Many dis-
eases include a high potential risk of sudden
destabilization, such as acute coronary syndrome, acute
pancreatitis, digestive hemorrhage, etc. All these situa-
tions can present even very low MEWS/ViEWS scores

on admission, although they have the potential of
quickly degenerating with malignant arrhythmias or
otherwise unpredictable shock. The significant influ-
ence of body temperature, the presence of clinical con-
ditions themselves likely to result in rapid and
dangerous destabilization (regardless of the ViEWS or
MEWS score) make these instruments potentially in-
adequate and a poor replacement for clinical judgment
in prognostic stratification. Careful monitoring, espe-
cially in the early stages, is, therefore, required. Obvi-
ously, we can not abandon useful technologies, such as
multi-parametric monitoring and some other tools, in
appropriate care settings.16,17 Probably the most effec-
tive method for monitoring our patients is clinical ob-
servation, repeated several times throughout the day,7
according to the main diagnosis and/or problem on ad-
mission. More studies are needed to collect additional
data in order to determine whether and how some sur-
rogate scores can really help in supporting clinical judg-
ment in order to allocate the patient to the most
appropriate care setting in a hospital system structured
on different levels of intensity of care.20,21 For the mo-
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Table 1. Stratification for levels of intensity of care and complexity of care.

Intensity of care2 Complexity of care3

Assign the patient a bed in the most appropriate care setting, according to The overall performance of medical and nursing assistance
his or her care requirements, linked not only to the need for hospitalization, related to the different domains of care, in terms of intensity
but also to current medical condition and the need for instrumental of commitment, time and quantity and/or quality of the work
monitoring of all professionals involved

Table 2. Domains of complexity in patients admitted onto Internal Medicine wards.

Clinical complexity Nursing clinical care complexity Management complexity

Disease severity/staging Breathing Anxiety, fear
Clinical instability Nutrition and hydration Poor compliance
Atypical clinical symptoms and signs Urinary and fecal elimination Poor collaboration
Diagnostic challenge Hygiene Difficult communication
Rare disease Movement Social isolation
Multiple active disease Rest and sleep Loneliness, widowhood
Biological frailty Cardiovascular function Social network
High risk of ADR/ACE Safe environment Family stress
Cascade events Interaction and communication Recent discharge
Failure to thrive and related syndromes* Advanced wound dressings Frequent users
Complex procedures Therapeutic procedures Functional dependence
Complex therapies Diagnostic procedures Risk of falling
Monitoring Monitoring Cognitive dysfunction
Devices and instrumental management Devices and instrumental management Polypharmacy
Follow-up needs and checkups No. of healthcare providers

Coordination of care
Decision making
Continuity of care
Difficult discharge

ADR/ACE, adverse drug events/adverse clinical events. *Reduced functional autonomy, malnutrition, cognitive dysfunction, depression/pseudo-depressive dementia,
falls, delirium, etc.
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ment, we can only conclude that MEWS and ViEWS
scores can be usefully employed on Internal Medicine
wards as a rapid alert system, particularly by the nurs-
ing staff.22 The debate and reports on this topic pub-
lished in recent years in the literature has focused the
attention of the medical community on the need to build
simple, easily applicable tools to assess the patient who
is potentially critically ill. These tools should promote
provision of the appropriate intensity of monitoring and
level of care to meet the patient’s real needs.20 This is a
challenge for the future in which the Internal Medicine
physicians, according to their wider view of the prob-
lems involved and their ability to synthesize the essen-
tial issues in a complex context, can select the priorities
without abandoning the technology, and will have an
increasingly important role.23 This will be facilitated by
building patient-centered organizational models, such
as those based on the intensity of care. The high inten-
sity areas of care, recently better defined in official doc-
uments for the accreditation of Internal Medicine wards
in the Emilia Romagna (northern Italy) Healthcare
Service,17 may be the most appropriate and cost-effec-
tive care setting for the complex patients who are most
often elderly with multiple comorbidities, with signifi-
cant degrees of instability, and who are not yet eligible
for admission to the Intensive Care Unit.
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