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Does your patient have any additional risk factors?
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THINK!

Always score the
relevant PEWS value
even if this is normal
for the patient (e.g.
cardiac patient)
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irway Risk

Do you need additional help in an airway emergency?
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Invasive/Non-Invasive Ventilation/High Flow

Check oxygen requirement on additional respiratory support. Remember
High Flow/BiPaP and CPAP score maximum of 4 on oxygen delivery

Neutropenic/Immunocompromised

Sepsis recognition and escalation has a lower threshold

<40 weeks corrected gestation

Sepsis recognition and escalation has a lower threshold (beware hypothermia)

Neurological condition (ie meningitis, seizures)

Remember to check pupillary response if anything other than Alert on AVPU

Neurodiversity or Learning Disability

Be aware of the range of responses to pain and physiological changes

Outlier

Do you need support from home ward/team?

This chart is solely intended for recording an inpa-
tient paediatric patient’ s PEWS. The components

of the chart should not be amended.

Carer question: Ask your parent/carer: Date Date
How is your child different since | last saw Ti Ti
them? You decide if their response means: ime ime
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B - Better W/S/B/A/U W/S/B/A/U
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Record position of BP taken by BP Value or Code Code
inserting relavant initials above C, >170 >170 >170
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@_ RA - Right Arm 0> c 140 140 140
LL - Left Leg 56¢ 130 130 130 -
RL - Right Leg 8oy 120 120 120 g
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CRT 23 secs >3 23 secs
Record in t
seconds <2 secs <2 <2 secs
PEWS
If V or less do AVPU
A = Alert
V = Responsive to voice Blood glucose Blood glucose
esponsive to pain
o Unresponsive Pain score Pain score
s (as per local policy) (as per local policy)
5 If asleep with no reason for
7] altered conscious state (e.g. Value Value
(=] sepsis) write ‘asleep’.
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Situation: \
Escalation / Graded Response to PEWS I'am (nurse X) on ward (X), )
I am calling about patient (X), | am calling because | am
0-4 If on respite or short stay unit: Continue to monitor (minimum hourly) for minimum duration of 4hours — if remains high after 4 hours contact paediatric concerned that..... - (e.g. patient’s mood is very low and
. : expressing suicidal ideation)
professional via 111
If commupity: Inform duty nur;e/medic and di§cuss plan, lct')nsider GP/A&E/lll review _ _ _ _ _ Background: \
5-6 If on respite or short stay unit: Inform nurse in charge/clinical lead and increase observations (frequency as clinically indicated - minimum twice / hour). Patient (X) was admitted on (X date) following (X) but has
AND Obtain medical advice from paediatric professional via 111 ;nt_ll toiay bej_n well. ‘o dition) and their M |
itv: i i ithi atient has a diagnosis o condition) and their Mental
If commupny. Inform duty nur_selmed!c and suppprt _acce§s to hos_pnal (A&E)_wnhln 1 h_our _ _ _ Hoalth Act statusis () and he/she is receiving (medication/
7+ If on respite or short stay unit: Continuous monitoring discuss with paediatric professional (at nearest hospital) and consider phoning for ambulance and therapy)
transfer to emergency department The patient has deteriorated in the last () AND/ OR
If community: Stay with patient and monitoring every 15 mins. Inform duty nurse/medic and on-call paediatric professional (at nearest hospital) and following ) )
create plan considering transfer to emergency department Assessment:
4in a A single score of 4 on one of the physiological observations must trigger urgent medical attention I think the problem is (X} and | have (e.g. Put the patient
single If on respite or short stay unit: Inform nurse in charge/clinical lead and increase observations (frequency as clinically indicated - minimum twice / hour). g’;rl”ghe' |?[Ve‘ Obsehwf‘?'on) but patient (<) ol
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parameter AND Obta"? medical advice from paed_latrlc professional via 111 . L state has deteriorated and | am worrlF:ed they are at
If community: Inform duty nurse/medic and support access to hospital (A&E) within 1 hour higher risk of X
OR
= I do not knoww what is wrong but | am worried and
—_ Some patients Consider SEPSIS as a cause for concerne _/
A The patient is alert may have Additional consideration deterioration!
if PEWS tri 2 Recommendation:
- impaired level of iiE s 7522 0 T S e el = | need you to (eg. come and see the patient by X Iirg
V The patient responds to consciousness as, Pzin assessment [ask THIMNE SEPSIS in order to (X) )
eerhal anly - the patient) Is PEWS 5 or above?
= B.LQDFRANENGR. -
P The patient responds to af sedation. This BM {blood glucose Does the patient have signs of Decision:
painful stimulation only must be taken Passed urine (ask the infection? (S;() we h)ave éngreehd you will visit the vl\iragg én thsl next
The patient is completel i - - mins), and in the meantime we wi . Place the
U unre': T =g into patient) Is the patient known to be susceptible patient on enhanced observation and engaegggment)
P . . to infections? /
consideration
when acting Ask receiver to repeat key information to ensure understanding
New Confusion- The patient displ upon high
new confusion or agitation. crnres
Date: Time: PEWS risk Action: Signature and designation
score:
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Based on the original design from Birmingham Women’s and Children’s NHSFT with contributions from
other English charts and amendments from National SPOT Programme

This tool has been amended by Tees, Esk & Wear Valleys NHS Foundation Trust (TEWV) to include
escalation/graded response, SBARD and additional prompts appropriate for a
mental health Trust - see TEWV policy CLIN-0098-v3
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