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Quick Tips 

 
 
When undertaking observations all patients must always have a full set of PEWS, unless documented by 
the medical team.  This includes respiratory rate, assessment of respiratory distress, oxygen saturations, 
oxygen requirement, heart rate, blood pressure and capillary refill time.   Values for each parameter must 
be documented as per the example chart below, with the value written in the white box of each section. 

 
 
 

 
 

 
 
 
Airway & Breathing 
 

x Respiratory rate must be counted manually for a full minute. 
x Oxygen Saturations must be scored as per the PEWS chart, even if lower saturations are normal for 

your patient. 
x Saturation probes must be changed at least every 4 hours, see pictures for correct probe positioning. 
x When recording non-invasive ventilation (NIV) on the observation chart; if the patient is not in any 

additional oxygen they must still have flow recorded and scored.  
x Oxygen cannot be delivered by a normal facemask at a rate of <5L/min as the patient will retain 

CO2. See chart below for oxygen concentrations (Resuscitation Council, 2018); 
 
Method Concentration Rationale 
Nasal Prongs < 4 Litres A higher flow of oxygen will 

irritate the nasal passages 
Face Mask >5 Litres Any lower than 5 Litres and 

the patient will retain carbon 
dioxide 

Face Mask with Reservoir 10 - 15 Litres 
15 Litres in an emergency 

Must be enough flow to stop 
the reservoir collapsing on 
inspiration 

Bag Mask Reservoir >15 Litres Must be enough flow to stop 
the reservoir collapsing on 
inspiration 

 
 
 
 
Circulation 
 

x Heart rate must be checked manually by palpating the appropriate pulse point for the age of your 
patient, this can then be cross checked with the monitor. 

x Blood pressure cuffs must be measured correctly for each patient to obtain the most accurate 
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reading. The correct size cuff should generously cover 100% of the circumference of the limb, as 
well as 2/3 of the length of the upper arm or lower leg.  
 

 
x The arm should be used when measuring blood pressure, however when this is not possible the 

lower leg must be well supported at the level of the heart before activating the blood pressure 
machine. 

 

 
 
 

x Capillary refill must be measured centrally by pressing the skin for five seconds and releasing, using 
either the forehead or chest. It must be documented in seconds not with a dot or ‘<2 / <3’. 

 
 
Disability and Exposure 
 

x When measuring temperature in a child less than 4 weeks old an electronic thermometer in the 
axilla should be used. 

x Electronic tympanic thermometers can be used in children over 4 weeks, the ear lobe should be 
pulled down when inserting a thermometer to expose the tympanic nerve. 

x When assessing AVPU, if your patient is asleep, has a PEWS score of zero and no concerns of 
neurological deficit or reason for altered consciousness then it can be documented that the patient 
is ‘Asleep’. 
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1. Introduction 

 

x A thorough and accurate assessment of clinical status using the Paediatric Early Warning System 
(PEWS) is crucial to detecting deterioration in your patient.  

x Our PEWS incorporates three aspects of assessment and escalation of care can be based on any 
of one of these alone or in accordance with each other; 

x What is the parent/carer telling you? Have they noticed anything different in 
their child’s behaviour or appearance? 

x What is your Nursing Gut Instinct telling you? Do they seem different to 
you? Is something ‘just not quite right’? 

x What is your PEWS score telling you? Is it high or trending upwards? 

x Learning from recent SIRI’s (Serious Incidents Requiring Investigation) has shown that 
deterioration can occur in situations where the child has a high PEWS score but looks well and in 
situations where the child looks unwell but has a low PEWS score.   

x Patient deterioration that goes unrecognised or untreated can lead to an acute life threatening 
event. Early identification, escalation, timely intervention and stabilisation of the deteriorating child 
or young person can reduce the incidence of in-hospital cardiac arrest and death. 

 
x This document provides guidance and standards for all clinical staff (including Forward Thinking 

Birmingham) when caring for children and young people that require clinical observation, 
monitoring and escalation via a rapid response review when Paediatric Early Warning System 
(PEWS) scores are elevating or non-specific symptoms are causing concern. 

 

2. Purpose 
To ensure a standardised and consistent approach to performing, monitoring, recording and 
reporting/escalation of vital signs and PEWS scores. 

The Observation, Monitoring and Escalation Policy is part of a systems approach. The other parts of the 
system include; 

 
x Standardisation of the observation chart with an embedded validated score. 

 
x Parental Escalation 

 
x Clinician gut instinct 

 
x Fluid balance chart 

 
x Fluid balance risk assessment 

 
x Referral algorithms 

 
x Audit, evaluation and feedback of clinical incidents 

x Education. 

3. Method of Development 
3.1 Consultation and Communication with Stakeholders 

x This policy was reviewed by members of the P2EWS working group, containing representation from; 
the nursing work force, general paediatrics, intensive care, patient safety team, surgery, cardiac 
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surgery, education and learning and an ergonomist. 

x A core working group was established with consultation achieved via face to face meetings with key 
stakeholders and email consultation to a wider clinical group.   

x This review also takes into account the recommendations of SIRI reviews. 

 

4. Duties within the Organisation 
4.1 Heads of Nursing and Lead Nurses  

 
Heads of Nursing and Lead Nurses will need to ensure compliance to the policy. Compliance will be 
demonstrated through review of unplanned admission to intensive care, arrest calls, the Nursing Care 
Quality Indicators, Children and Young Peoples Safety Thermometer and multi –disciplinary participation in 
mortality and morbidity reviews. 

4.2 Medical Staff 
 

x All medical staff have the responsibility to identify report and negotiate any training needs they 
have in order to take vital signs and monitor patients safely and to attend the Paediatric Early 
Warning System (PEWS) session on the medical staff induction programme. All medical staff are 
responsible for ensuring that they are familiar with the Observation, Monitoring and Escalation 
system, charts and referral algorithm and have the responsibility to respond when requested via 
the referral algorithm. 

 
x All medical staff are responsible for responding to requests for assistance in a timely manner 

when a patient review is requested and escalated via the PEWS escalation pathway (Hospital at 
Night Policy 2019). 

 
x All medical staff have a responsibility to ensure that appropriate limits/individual parameters are 

documented on each patient observation chart with appropriate cut off limits for acceptable 
observations for that patient. In the absence of such instructions it will be agreed that the chart is 
being used as it was designed. 
 

x All medical staff have a responsibility to document time of review of the patient and assessment 
once the PEWS escalation process has been initiated.  

 
 
4.3 Ward Managers 

x Ward Managers are responsible for ensuring that all nursing staff, clinical support workers and 
nurse associates complete the PEWS Moodle module. If specific learning needs are identified, 
bedside training can be delivered by the Education & Learning Team. Staff completion of this 
training will be monitored by Ward Managers. 

 
x Nurses are recorded on the Trust Oracle Learning Management system by the Education & 

Learning team.  
 

x All Ward Managers have a responsibility to identify, report and negotiate any training needs 
recognised by staff either via appraisal or via feedback following clinical incidents in order to ensure 
that the patients are safely monitored. 
 

 
x Ward Managers are responsible for ensuring that the observations and monitoring nursing care 

quality indicator is achieved in their ward area. 
 
4.4 Nursing Staff 

 
x All registered nurses and registered nursing associates have a responsibility to ensure that when 
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tasks related to observations and monitoring are allocated to an unregistered healthcare 
professional that the health care worker has the necessary education, training and competence 
to deliver the task. The unregistered practitioners are supervised and supported by the staff 
member delegating the responsibility (NMC 2018). 

 
x All nursing staff have a responsibility to ensure that each item of patient monitoring equipment is 

checked to be functioning correctly before use as per the Medical Devices Policy (2013). 
 

x All clinical practitioners have a responsibility to document and accurately report any abnormal 
observation or finding in a timely manner as per the algorithms. 

 
5. Observations and Documentation 
 

x Baseline observations follow the A, B, C, D, E approach which includes respiratory rate, oxygen 
saturations, oxygen requirement, level of respiratory distress, heart rate, blood pressure and 
capillary refill time. 
 

x   Record PEWS score on the PEPR system each shift or when PEWS score changes. 
 

x Documentation on observation charts and fluid balance charts should be contemporaneous.  
 

x The frequency of observations should be assessed following handover at the beginning of each shift 
by a registered nurse who should plan the observations for the shift. 
 

x PEWS consist of seven parameters, respiratory rate, oxygen saturations, respiratory distress, 
oxygen requirement, heart rate, blood pressure and capillary refill time. All must be assessed when 
doing observations to produce an accurate score. 
 

x Visual observations, palpation of the pulses, auscultation, listening and communication must be 
used in conjunction with the PEWS observation. 
 

x The PEWS score must be calculated and documented with each set of observations. 
 

x The score should still be calculated even if one parameter cannot be obtained for any reason.  
 

x The reason for the omitted parameter must be recorded on the chart. In such circumstances, 
careful clinical judgement is required as by omitting a parameter from the PEWS assessment may 
lead to a “falsely low” PEWS score. Therefore careful assessment of individual parameters is 
essential and any changes require you to complete the full set of PEWS, unless this is clinically 
contraindicated (e.g. if recording blood pressure would upset a child with Croup). 
 

x A parent/carer must be asked with every set of observations ‘How is your child different since the 
last time I saw them?’ in order to parents to voice their concerns and escalate if they feel their 
child is more unwell. It must be escalated if the parent is worried despite the parents PEWS 
score. 
 

x If your ‘Nursing Gut Instinct’ is telling you something is ‘just not right’, you can escalate despite 
the patient’s PEWS score. 

 
x In addition to the parameters required to calculate a PEWS score, temperature, height and weight, 

pain score, AVPU and where indicated, the Modified Paediatric Glasgow Coma Scale must be 
assessed and recorded.  

 
5.1 Cardiorespiratory Monitoring; 

x      Defined as ECG, respiratory rate, effort and pulse oximetry. 
x Any child with continuous cardiorespiratory monitoring should have observations and PEWS score 

documented hourly on the observation chart. Patient specific plans can be made for complex 
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patients which may not always include a full set of observations; the rationale for this decision will 
be documented in the patient healthcare records. The type of electronic monitoring and the alarm 
limits should be documented on the PEWS chart. 

 
x     Cardiorespiratory monitoring is required for a patient on the following medication;  

x Adenosine 
x Aminophylline or Salbutamol infusion 
x Clonidine Infusion 
x Benzodiazepine infusion (Clonazepam or Midazolam) 
x IV Inotropes and vasoactive drugs 
x Phenytoin 
x Prostaglandin infusion 
x Tricyclic antidepressant overdose 
x See Injectable Medicines Guide on the Intranet or contact Pharmacy. 

 
x     Cardiorespiratory monitoring is required for a patient with the following clinical conditions: 

 
x Clinically Unstable 
x Potential or actual apnoeic or bradycardic episodes 
x Recent unexplained sudden collapse 
x Abnormalities of heart rate and rhythm or high risk of arrhythmia (e.g. 

pericardial effusion, altered electrolytes) 
x High risk of respiratory failure (e.g., infants with severe bronchiolitis) 
x Post-operative assessment as ordered by medical staff (e.g. 24-48 

hours post spinal surgery) 
x Airway instability 
x New admission to a high dependency area 
x Child having multiple events (Seizure, Apnoea or desaturation) 
x Cardiac pacing or post wire removal 

 
 

5.2 Documentation 
x     All observations will be recorded on the PEWS observation charts, observation extension charts 

(NIV Observations, Neurological Observations and Cardiac Catheter Observations) and fluid 
balance charts.  

x     The white value box is for writing the number reached when measuring a parameter. 
 

x     If the number reached when measuring is so high that it is above the highest number on the 
scale (e.g. a heart rate of 208, you would plot the dot in the >190 box. 
 

x     If the number reached when measuring is so low that it is below the lowest number on the scale 
(e.g. a heart rate of 43, you would plot the dot in the <50 box. 
 

x     Any additional risk factors that affect PEWS or the management of deterioration must be 
recorded on the PEWS chart and the Nurse in Charge informed. 
 

x      Any altered parameters, such as oxygen saturations in a patient with a cyanotic cardiac defect, 
or any altered neurological status that is normal for the child (e.g. left sided weakness), must be 
recorded on the PEWS chart. This must be signed by a registered health care professional upon 
completion. 
 

x     Any addition charts or stickers cannot be used unless approved by the Lead Nurse for Patient 
Safety or the Director of Nursing, Quality and Governance. 
 

x   All documentation on the observation sheet and fluid balance sheet will be in line with the Trust 
documentation guidelines and registering body guidelines (NMC 2015).  
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5.3. Alarm Limits 

x      Alarm limits and type of monitor used must be recorded on the PEWS chart for every patient. 
 

x     Patients receiving continuous monitoring should have alarm limits set on each monitor as per     
NHSLA requirements. 
 

x     All clinical staff members have a responsibility to answer sounding alarms. 
 

x     All patients must be immediately assessed when alarms sound. 
 

x     High and low alarm limits should always be set for each patient. These limits should be checked 
and documented at the beginning of each shift. 
 

x     High and low alarm limits should be reset if alarms are switched off for any reason as alarms will 
often reset to manufacturers settings (Chandler 2000). 
 

x     Ensure that any alarms that have been silenced are reset prior to leaving the patient. 
 

x     Aim to reduce “false alarms” by: 
x Setting appropriate alarm limits. 
x Choosing appropriate monitoring equipment. Silence alarms when 

performing interventions that will knowingly interfere with the 
monitoring.  

 
5.4 Extension Charts 
 

x    There are three approved extension charts for the PEWS chart; ventilation, neurological 
assessment and post - cardiac catheter. 
 

x     Any extensions must be labelled with patient details and aligned accurately with the boxes on the 
standard PEWS chart. 
 

x Extensions may cover previous escalation information on standard PEWS chart, any nurse or medic 
reviewing a patient must ensure they have checked underneath the added extension chart.   

 
5.5 Clerking by Medical Team in Ward Areas 
 

x Any patient who triggers the PEWS score but has not yet been clerked must be assessed in 
accordance with the referral algorithm. 
 

x Any patient who does not trigger the PEWS score must be clerked by a member of their medical 
team within 60 minutes of arrival onto the ward. 
 

x On admission the medical team must document acceptable ranges for the patient’s observation 
should the observations be out of normal range for that individual in the “patient specific 
parameters” section of the observation chart. 

 
6. Airway and Breathing 
 
6.1 Respiratory Rate 
 

x The pattern, effort and rate of breathing should be assessed and documented (RCN 2017). 
 

x In infants, the chest must be exposed and the respirations should be counted for one minute (RCN 
2017). 
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x Children less than 7 years of age are predominantly abdominal breathers; therefore abdominal 
movements should be counted.  
 

x In older children and teenagers, privacy and dignity must be accounted for, be aware that exposing 
the chest and feeling for respiration could lead to discomfort or embarrassment. You must always 
discuss the procedure with your patient, gain consent and ensure your patient feels comfortable by 
closing curtains and ensuring privacy and dignity.  
 

 
6.2 Respiratory Distress 
 

x As part of your respiratory assessment, depth and respiratory distress must be observed and 
recorded. 
 

x Level of respiratory distress must be assessed and recorded on the 
PEWS chart using the guide on the chart; 
 
              

 
  
 
 

 
 
 
 
 
 

x Any change in work of breathing must be escalated immediately as per the PEWS escalation 
pathway. 

 
 
6.3 Oxygen Saturations 
 

x Oxygen saturations should be measured using a saturations monitor, with either a disposable 
saturation probe or finger probe.  
 

x For infant’s age 0 – 12 months the disposable saturation probe should be applied to the foot or 
hand.  
 

x In older children, weighing over 10kg, a finger probe can be used and must be applied to either the 
toe or finger. 
 

x Patients with the following must have continuous pulse oximetry monitoring and increased 
frequency of observations; 

x Respiratory failure or distress 
x Those receiving oxygen therapy  
x Airway adjunct in place i.e. oral/nasopharyngeal airway or artificial 

airway i.e tracheostomy or endotracheal tube 
x Potential or perceived threat to airway due to drugs, respiratory or 

neurological condition. 
x When a child is undergoing a procedure that requires sedation and 

where observation may be difficult i.e. a lumbar puncture or 
procedures where child may be covered in drapes (Chandler 
2000). 

x Risk of seizures. 
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x A patient with newly formed tracheostomy or upsizing of tracheostomy tube should have pulse 
oximetry monitoring regardless of oxygen requirements. 
 

x Once the patient with a tracheostomy is stable, frequency of monitoring must be agreed and 
documented; pulse oximetry should be carried out overnight and when the child is unattended. 
(Refer to Tracheostomy Policy 2015) 
 

 
6.4 Saturation Probe Positioning 

x For infant’s age 0 – 12 months the disposable saturation probe should be applied to the foot or 
hand.  
 

x The probe consists of two parts – a light emitter and a light detector. The detector should be placed 
on the fleshy part of the hand or foot and the emitter parallel to the detector. 

 
x If putting a probe on the finger or toe, the emitter must be on the nail and the detector on the fleshy 

part of the digit. 
 
6.5 Oxygen Delivery 
 

x Any patient receiving oxygen must have flow in litres or percentage and mode of delivery 
documented on the PEWS chart appropriately. 
 

x Patients on High Flow Nasal Therapy, non-invasive ventilation or ventilation must have flow and 
oxygen percentage documented and scored on the PEWS chart. 
 

x     Document method of administration, amount of oxygen and respiratory effort and pulse oximetry 
in response to oxygen administered. 
 

x Oxygen is a drug and therefore must be prescribed or administered via a Patient Group Directive 
(PGD). 
 

x Any patient who is ventilated (invasively or non-invasively) or on oxygen therapy must have full 
PEWS assessed and documented hourly. 
 

x Frequency of observations in patients receiving long term ventilation may be de-escalated following 
multi- professional discussion and documentation of this discussion in the patient’s health records.  If 
the patient becomes unwell then frequency of observations should be increased again in line with 
this policy. 
 

x In the case of an emergency, oxygen can be administered without a prescription or PGD. 
 

x Nurses may increase the amount of oxygen a patient is receiving. The patient’s team or the PACE 
Team/Hospital at Night must be contacted if the patient has an increase in oxygen requirement. 
 

x Oxygen cannot be delivered by a normal facemask at a rate of <5L/min because the patient will 
retain CO2. 

 
 
6.6 High Flow Oxygen Therapy 
 

x The minimum flow on Bubble CPAP and HFNC therapy is always >4l/min and should score a 4 on 
the ‘ Oxygen as per PGD’ section of PEWS, even if the oxygen percentage is 21%. 
 

x To prevent confusion the actual flow being delivered to the patient will be recorded in the ‘Oxygen as 
per PGD’ and oxygen percentage is to be documented on the Ventilation Extension added to PEWS 
chart. 
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x The patient will always score 4 for this section of PEWS, this means that if there is a significant 
increase in Oxygen requirement this will go unrecognised by the overall PEWS score, this must 
be documented on the PEWS chart in ‘additional risk factors’ and any increase in flow or oxygen 
must be escalated as per the PEWS escalation pathway. 
 

 
7. Circulation: 
 
7.1 Heart Rate 

x   Palpation of pulse rate must be assessed for a full minute, noting rate, depth and rhythm and 
cross checked with electronic measuring methods. (RCN, 2017) 

x   For an infant under 12 months, heart rate should be measured by palpation of the brachial 
pulse, femoral pulse, or auscultation of the apex heartbeat. 

x For an older child heart rate should be measured by palpation of the radial or carotid pulse. 
 

x Electrocardiograph (ECG) must be monitored if the patient is receiving: 
 

x Potassium Chloride intravenous infusion 
x Phenytoin intravenous loading dose 
x Quinine infusion or oral 
x Octreotide infusion 
x Streptokinase or TPA (Tissue Plasminogen Activator) infusion 

 
x In addition if the child has abnormal electrolyte levels they should have ECG monitoring. 

 
7.2 Blood Pressure 

x Blood Pressure needs to be recorded on the PEWS chart using a consistent approach (RCN 
2017), therefore inverted and upright arrows Λ / V will be used as seen in the picture below. 

 

 

 

 

 

 

 

 

 

 

x BP should be taken as part of a whole set of vital signs so that an accurate PEWS score can 
be calculated if appropriate. 

x Blood pressure should not be omitted when doing observations, unless this act of measuring blood 
pressure can have a detrimental effect to the wellbeing of your patient, for example a child with 
croup.  

x The correct size cuff should generously cover 100% of the circumference of the limb, as well as 2/3 
of the length of the upper arm or lower leg. Attach the cuff with the central point, marked with an 
arrow, over the artery.  

x The arm should be used for measuring blood pressure, if this is not possible for an infant, the lower 
leg can be used. The child/young person’s limb must be well supported at the level of the heart 
before activating the machine. 
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x If blood pressure is consistently high, it should be checked using a manual blood pressure machine 
(RCN, 2017). 

 

7.3 Capillary Refill Time 

x Capillary refill time is part of the PEWS observation and should be performed via the child’s 
forehead or chest.  

x Capillary refill time must be recorded on the PEWS chart using a numerical value, not by a dot. 
 

 
 
 

 
 
8. Disability and Exposure: 
 
8.1 Temperature 
 
Methods of measuring temperature (NICE, 2017): 

x Temperature should be measured using an electronic thermometer in the axilla in children under 
the age of four weeks. 
 

x In children over the age of four weeks one of three methods can be used; electronic or chemical dot 
thermometer in the axilla, or an infrared tympanic thermometer. 

 
x The oral and rectal routes should not routinely be used to measure the body temperature 

except in PICU. 
 

x Forehead chemical thermometers should not use used as they are unreliable. 
 

 
8.2 AVPU 
 

x   Routine neurological assessment on all patients should classify them as:  A = Alert; V = Responsive 
to Voice; P = Responsive to Pain; U = Unresponsive. 
 

x If the patient is assessed to be asleep (stable PEWS, responsive throughout the day, illness that 
does not put them at risk of neurological deterioration) this should be documented as ‘asleep’ 
in the AVPU box. 
 

 
x If a patient requires regular evaluation of their consciousness level, full neurological assessment 

must be commenced (RCN 2017). 
 

x If a patient is not responding to verbal commands full neurological assessment must be 
commenced by a competent member of staff, using the Paediatric Glasgow Coma Scale and must 
have clinical review as per the PEWS escalation pathway.   

 
x Any decrease in AVPU from ‘Alert’ triggers escalation and patient must have a medical review 

within 15 – 30 minutes. Observation frequency must be increased and patient to have continuous 
pulse oximetry. 

 
x If your patient is assessed as ‘unresponsive’, you must call for immediate assistance by pulling the 

emergency buzzer and putting out a crash call.  
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8.3 GCS 
 

x Neurological observations using the modified Paediatric Glasgow Coma Scale (GCS) should be 
carried out on all patients where there is a risk of neurological deterioration or a neurological 
concern (e.g. Head injuries, meningitis, sepsis). 
 

x This must be documented in the ‘Additional Risks’ box and a neurological assessment extension 
must be added to the standard PEWS chart. 
 

x Perform and record observations on a half-hourly basis until GCS equal to 15 has been achieved. 
The minimum frequency of observations for patients with GCS equal to 15 should be as follows:  

x Half-hourly for 2 hours. 
x Then 1-hourly for 4 hours. 
x Then 2-hourly thereafter.  

 
x Should the patient with GCS equal to 15 deteriorate at any time after the initial 2-hour period, 

observations should revert to half-hourly and follow the original frequency schedule (NICE, 2019). 
 

x All components of neurological observation should be completed: eye opening, best motor, best 
verbal response, pupillary reactions, vital signs and limb movement. 
 

x Grimace score should be used if the infant/child is intubated, has a tracheostomy or is non- 
vocalising (consider using this score when assessing neonates, uncooperative children, children 
with a language barrier & where verbal response doesn’t reflect other physical signs). By using the 
grimace score the maximum score remains at 15. 
 

x A sleeping child or young person must be woken for GCS. 
 

x The mode of painful stimuli used should be supra-orbital pressure or if not possible due to facial 
injuries or cranial fractures, pressure on the side of the finger sufficient to evoke an appropriate 
response (avoid pressing the nail bed). 
 

x It is the health care professional’s responsibility to ensure their own competence to perform GCS 
observations and evaluation of clinical signs that indicate deterioration. Any educational needs 
related to this clinical skill should be reported to their line manager. 

 
8.4 Pain 
 

x All children attending initial assessment must have a regular pain score assessment using a 
validated paediatric pain assessment tool.  
 

x The word or behaviour the child typically uses for pain and whether the child prefers l iquid 
medicine or tablets asked must be documented in the patient’s ‘Child and Family Profile’. 
 

x Patients must have a ‘Standard for a child with potential for pain’ care plan documented and 
adhered to. 

 
 
9. Parental Question 

x Parents are more likely to pick up on subtle differences in their children, such as a change in their 
activity levels or physical appearance that could indicate deterioration before indication from the 
PEWS score. 
 

x The question “How is your child different from the last time I saw them?” must be asked every time 
a set of observations is carried out. 
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x The question must be phrased exactly the same way each time, to every parent/carer. 
 

x Parents/carers must be allowed to use their own words to describe their child’s condition or their 
own concerns. 
 

x Clinical staff should interpret and record the parent/carers words on the PEWS chart as; W = 
Worse, B = Better or S = the same. 

x If the parent is asleep or absent from the bed space, staff are able to record this on the PEWS chart 
as; PA = Parent Asleep, A = Parent Away.  
 

x If a parent reports that their child is getting worse; inform the Nurse in Charge, escalate via the 
PEWS escalation pathway and document in the notes. 
 

x If a parent feels their child is getting more unwell, despite a low PEWS score, staff must still 
escalate via the PEWS escalation pathway. 

 
 

 
10. Fluid Balance 
 

x All fluid balance charts and any extension must have either have a patient label or patient details 
handwritten. 
 

x All fluid balance charts must have an up to date weight and the previous days balance documented 
each day. 
 

x Fluid balance charts are to be completed and totals calculated at 6.00am each day. 
 

x Each intravenous column of fluid balance chart must be titled using the intravenous device it refers to 
(e.g. cannula left hand). 
 

x All inpatients must have a fluid target calculated and documented on the fluid balance chart. 
 

x If a patient is not fluid restricted, fluid target should be based on age as below; 
 
Breastfeeding Infants 

Age Boys Girls 

0-3 months On demand but minimum of 3-hourly 
>3-months On demand but minimum of 4-5 hourly 

 
 

 
x If the patient is not achieving their fluid target this must be escalated to the Nurse in Charge and the 

Bottle Fed Infants 
Age Boys Girls 

0-6 months 150ml/kg/day 150ml/kg/day 
6-12 months 120ml/kg/day 120ml/kg/day 

Oral Fluids for CYP 
Age Boys Girls 

1-2 years 900ml 900ml 
2-3 years 1000ml 1000ml 
4-8 years 1200ml 1200ml 
9-13 years 1600ml 1400ml 

14-18 years 2000ml 1600ml 
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patient’s own team. 
 

x If a patients fluid regime or target is different from what is recommended, this must be documented in 
the notes by the requesting doctor or ANP and on the fluid balance chart in the ‘special instructions’ 
box. 
 

x Fluid balance must be cross checked, ticked and signed each time a new recording is put onto the 
chart is made to ensure accuracy of fluid balance calculation. 

 
x Document relevant “events” or intervention on the fluid balance chart i.e. fluid bolus, blood or fluid 

loss including vomiting, diarrhoea and administration of diuretics. 
 

10.1 Hydration Risk Assessment 
x All inpatients must have a ‘Fluid Balance and Hydration Risk Assessment’ completed on admission, 

twice daily at 1000 and 2200 and more frequently if condition changes. 
 

x All inpatients must have a ‘Hydration Care Plan’ and a treatment plan documented, which must be 
adhered to according to whether the patient is ‘low risk’, ‘at risk’ or ‘high risk’. 
 
 

 
11. Sepsis 
 

x All patients on PEWS charts must have an assessment for sepsis every time a set of observations is 
done. 
 

x Pay particular attention to concerns expressed by the patient and their family or carers, for example 
changes from usual behaviour  
 

x Any patient who has at least 2 of the following symptoms must be discussed with the nurse in charge 
and patients own team or RMO 2 (out of hours) must review; 

x Core temperature <36.0c or >38.5c 
x Inappropriate tachycardia 
x Altered mental state (e.g. irritability/lethargy/floppy) 
x Reduced peripheral perfusion/prolonged capillary refill time. 

 
x Paediatric Sepsis 6 form must be commenced if sepsis is suspected or proven. 

 
x Suspected or proven sepsis must be treated with antibiotics within 1 hour. 

 
x Children who are immunocompromised or neutropenic that have a temperature over 38.0C must be 

reviewed by patients own team or RMO2 (out of hours) and treated for sepsis immediately. 
 

 
12. Escalation 
 

x Dial 2222 for any life threatening emergencies. 
x Escalation based on the parental question, ‘Nursing Gut Instinct’ or PEWS score must all be taken 

with the same level of seriousness and incite the same response when receiving an escalation. 
 

x If the PEWS score 1 – 4, consider increase in observation frequency. 
 

 
x If the PEWS score is 5 – 8, observations should be every 30 minutes until the patient has had a 

medical review. 
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x If the PEWS is >9, the patient must be on continuous pulse oximetry and observation frequency 

should be every 15 minutes until the patient has had a medical review. 
 

       
12.1 Escalation of observations in frequency and type should be considered and discussed              
with the Nurse in Charge in the following situations: 

 
x If observations deviate outside of the documented acceptable range set by the medical and nursing 

teams for that patient. 
x Following discharge from the Paediatric Intensive Care Unit. 
x On admission to High Dependency Unit. 
x Following transfer from another ward or another hospital. 
x Child with fever >38.0 C (NICE 2013) or child with a temperature <36.0 C – heart/pulse rate, 

respiratory rate and effort, pulse oximetry, CRT and temperature should be repeated every 1 to 2 
hours and inform medical team. 

x If child has a significant event including but not limited to; 
x Seizure (lasting ≥5 minutes or requiring intervention) 
x Apnoea (lasting ≥20 seconds or requiring intervention for bradycardia or 

desaturation) 
x Desaturation 
x 2222 call 

 
x Significant blood loss (or other body fluid) (>20ml/kg in theatre or >4ml/kg on wards) 
x If child required fluid bolus >10ml/kg. If child requires fluid bolus or additional diuretics this must be 

noted on the fluid chart. 
x Administration of medication with documented side effects that cause cardiovascular or respiratory 

instability. 
x Significant interventions that may affect cardiovascular or respiratory status i.e. dressing changes in 

burns patients. 
x If child undergoing a procedure under sedation. 

 
12.2. When assistance is needed (own Team or another Team e.g. PACE) the SBAR communication tool 
should be used to describe the clinical scenario and be specific as to how quickly help is needed e.g. within 
15 minutes or on the next ward round (RCN 2017). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
12.3 PEWS escalation 

x If a patient triggers the tool then the PEWS Response must follow the prescribed algorithm; 
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x If observations are outside the prescribed limits for the patient a full set of observations must be 
completed, the PEWS score calculated, the Nurse in charge informed and consideration given for 
the need to increase the frequency of observations with additional monitoring. 
 

x If impending life threatening event or need for immediate assistance call 2222 
 

x If the PEWS score is below 8 and concern high and assistance is required escalate to the PACE 
Team and to the next most senior medic within the team until assistance is forth coming or the 
consultant is contacted. 
 

x If the PEWS score is above 8 contact the PACE Team and PICU red bleep for immediate 
assistance. 
 

x If local team is not able to attend or nurse feels that more support is required then the PICU red 
bleep and PACE Team should be called. 

 
12.4 Nursing Gut Instinct 
 

x A nurse’s clinical judgement is a vital part of patient assessment. 
 

x A child can be unwell and require urgent attention even with a low PEWS score. In such 
circumstances, clinical staff must act upon their ‘Nursing Gut Instinct’ and escalate according to their 
level of concern as per the PEWS escalation pathway. 
 

x When escalating ‘Nursing Gut Instinct’, it must be taken as seriously as a patient’s elevated PEWS 
score. 

 
 
12.5 Parental Escalation 
 

x When escalating the response to the parent question that indicates a child is ‘Worse’ it must be 
taken as seriously as the PEWS score and ‘Nursing Gut Instinct’. 
 

x All parents/carers must be informed of the system that enables them to directly escalate to PACE by 
being given a ‘Listening To You’ leaflet on admission and the system being explained to them by the 
admitting staff member, using the exact language detailed on the chart; “If you are worried your 
child is more unwell and your concerns are not being addressed, you can contact the PACE team 
by bleeping #55038”. 
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x The PEWS chart must then be signed and dated in the box that says ‘I confirm I have given the 
parents/carers a ‘Listening to You’ leaflet and told them “If you are worried your child is more unwell 
and your concerns are not being addressed, you can contact the PACE team by bleeping #55038” 
 

x When starting a new PEWS chart, the healthcare professional should check with parents/carers that 
they have had the ‘Listening to You’ leaflet and understand the service, before signing and dating 
the PEWS chart. 

 
 
12.6 Receiving Escalation 
 

x Escalation based on the parental question, ‘Nursing Gut Instinct’ or PEWS score must all be taken 
with the same level of seriousness and incite the same response when receiving an escalation. 
 

x All escalation communication must be done using the SBAR tool.  This provides consistent and 
efficient communication throughout the hospital. 
 

x Response times must be specified, correlate with the PEWS escalation pathway and timing agreed 
in conjunction with the staff member caring for the patient. 
 

 
 
12.7 De-escalation of Observation and Monitoring 
 
It is important to consider the de-escalation of monitoring of patients when; 

 
x Considering discharge home - staff to consider what monitoring practices will take place at home and 

mirror these practices in preparation for discharge. 
 

x In preparation for transfer from an area of higher dependency to lower dependency (assists to 
prepare patient and parents). 

 
x As condition improves or patient’s level of dependency decreases. Escalate observations should 

there be any cause for concern. 
 

x If the patient is a long term rehabilitation patient. 
 

x Patients at end stages of illness, who require palliation, refer to patient notes and the End of Life 
Advanced Care Pathway. 
 

x Long term oxygen dependent patients - frequency of observations in this group of patients may be 
de-escalated following multi- professional discussion and documentation of this discussion in the 
patient’s health records.  If the patient becomes unwell then frequency of observations should be 
increased again in line with this policy. 

 
 

 
13. Frequency of Observations 
 
13.1 Pre and Post-Operative (Excluding Day Case) 
 

x See appendix A 
 

x Before going to theatre, patient must have an up to date set of observations, including AVPU and 
temperature and PEWS score. 
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x All patients, excluding day case, should have post-operative observations and PEWS score 
completed: 

x Half hourly for 2 hours 
x Hourly for 2 – 4 hours 

 
x In addition to the above, any child who meets the following criteria post operatively should have 

continuous pulse oximetry, including heart rate and should also have continuous monitoring before 
and during transfer; 

x Theatre time of >6 hours 
x Volume loss (as judged by anaesthetist or >20ml/kg) 
x <1 year of age  
x Pre-operative condition for example airway or cardio-respiratory compromise 
x Unstable recovery period 
x Any child undergoing a thoracotomy, laparotomy or craniotomy 

 
x Individual surgeons or anaesthetists may request additional monitoring or observations - these must 

always be completed. 
 

x Any child who is on continuous cardio-respiratory monitoring post-operatively should have 
observations and PEWS score documented at least hourly and have documented alarm limits. 

 
x In addition to basic post-operative observations, other assessments may need to be completed such 

as follows – this list is not exhaustive: 
 

x Wound observation and fluid loss 
x Pain and Sedation 
x GCS and neurological assessment (Use PEWS chart extension) 
x Neuro-vascular observations 
x Spinal observations 
x Ventilation observations (Use PEWS chart extension) 
x Central Venous Pressure  
x Intracranial Pressure Monitoring 

 
13.2 Procedures 
 

x A baseline set of observations must be completed prior to commencing and immediately after the 
procedure. 

 
x Refer to existing policies, procedures and guidelines for specific post procedure observations – this 

is not an exhaustive list: 
 

x Blood transfusions (Blood Administration Protocol 2014) 
x Removal of Pacing Wires 
x Liver biopsy 
x Post Cardiac Catheter Care (Use PEWS extension chart)  
x Insertion of central lines 
x Endoscopy in liver patients 
x Care plan for ENT surgery 
x Care plan for wound/plastics surgery 
x Renal Biopsy 
x Infusion of fresh bone marrow 
x Administration of frozen bone marrow and frozen peripheral blood stem cells. 
x Immunoglobulin Infusion 
x Administration of anti-lymphocytic / Anti-thymocytic Globulin (ALG/ATG) 
x Administration of Captopril, Enoximone or Sildenafil 
x Lumbar puncture 
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x Sedation Policy 
 
13.3 Chest drain insertion and removal; 
 

x See appendix B 
 
 
13.4 Transfer; 
 

x The same level of physiological monitoring on the ward should carry on throughout transfer 
(see Patient Transfer Policy, BCH 2019) 
 

x Refer to Transfer Risk Assessment for level of monitoring required. 
 

x A full set of PEWS observations, AVPU and temperature must be taken before leaving and on 
arrival on the ward/department and these must be re-checked within an hour after admission (more 
frequently depending on patient’s condition) and if within normal parameters the frequency can be 
de-escalated. 
 

x If transferring out of PICU: The ward nurse must start a ward PEWS chart and undertake a full set 
of observations, including temperature and AVPU, upon assessment of patient in PICU. The PICU 
nurse will then continue on the ward PEWS chart until and throughout transfer. 

 
14. Department Specific Protocol: 
 
14.1 Emergency Department 
 

x Children presenting with minor injuries with no illness (and no child protection concerns) do not need 
to have PEWS or observations performed. 
 

x  All other children presenting at ED will have a full set of observations at initial assessment unless 
otherwise dictated by the patients presenting complaint or clinical condition. This should follow the 
ABCDE approach of Respiratory Rate, Oxygen Saturations, Heart Rate, Blood Pressure, Capillary 
Refill Time, Temperature and AVPU/GCS. 
 

x PEWS score is automatically calculated by the “Patient First System” when vital signs are inputted. If 
repeated observations of a child are undertaken this should be documented formally on a BCH 
PEWS chart. 
 

x This observation will be assessed and documented on every child/young person. Should the 
child/young person have an assessment reflecting V, P or U they need to be taken immediately 
through to the main department and a full set of neurological observations (GCS) must be recorded. 

 
Modified GCS; 

x To be completed on all patients following an acute brain injury or with a history of decreased or 
variable conscious level. See GCS section. 

 
Pain Score; 

x All children attending initial assessment will undergo a pain score assessment using a validated 
paediatric pain assessment tool. The word or behaviour the child typically uses for pain should be 
documented and the question of whether the child prefers liquid medicine or tablets asked and the 
answer documented. 

 
 
14.2 Forward Thinking Birmingham (FTB) 

x During the daily individual patient FTB assessment the frequency of PEWS observations is 
evaluated. Following this assessment it should then be decided whether the frequency of 
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observations remains the same, or are escalated/de-escalated. Re-assessment of the need for 
escalation or de- escalation will be done during the course of the day/night based on clinical 
judgment. 

 
x The decision to increase/decrease observations on this group of patients must be signed for by a 

Registered Nurse or Doctor and the rationale documented in the patient records with frequency of 
observations clearly marked on the observation chart. 

 
x Stable FTB Patients; Undertake weekly full PEWS observations for stable patients on established 

medication. 
  

x FTB Patients starting new medications or titration of existing medication; Undertake daily full 
PEWS observations for patients starting new medications or titration of existing medication, in order 
to monitor for adverse reactions. 

 
x FTB Patients who are medically unwell or physically unstable or those undergoing rapid 

tranquilization or newly diagnosed with eating disorders; Undertake 4 hourly or more frequently 
for those patients who are medically unwell or physically unstable or those undergoing rapid 
tranquilization. This will include young people with new eating disorders until they are stable. 

 
x Escalation of PEWS observation for FTB patients may be necessary in the following circumstances: 

 
• An acute life threatening event 
• A physiological deterioration for example: high or low temperature; seizure activity; 

respiratory illness such as asthmas, chest or throat infection 
• Electrolyte imbalance such as high or low potassium or sodium levels 
• Fluid loss due to infected diarrhoea and /or vomiting. 
• Fluid loss due to eating disorders or reduction of input 
• Physiological deterioration related to various  forms  of  self-harming  behaviour  such as  

cutting, overdose, self-strangulation, burns etc. 
• Drug related cardiovascular changes 
• Anxiety related cardiovascular changes 
• Neuroleptic Malignant Syndrome (NMS) 
• Re-feeding Syndrome 
• The use of rapid tranquilization 

 
 
FTB Specific PEWS Charts 
 

x When appropriate and available the FTB specific PEWS chart should be used for patients with 
diagnosed mental health illnesses. All components of the FTB PEWS chart must be completed and 
the PEWS score identified according to Trust Policy. 

 
x The FTB PEWS response must be activated according to policy but the additional Red Zone 

response enables clear identification of NMS or the need to activate the Emergency Services. 
 
14.3 Recovery 

x Post-operative observations recorded every 5 minutes throughout the patients stay in recovery, on 
the theatre care plan in the recovery section. 
 

x Last set of observations are to be transcribed over to the PEWS chart before transfer back to the 
ward area. 

 
14.4 Day case 

x A set of PEWS observations including temperature must be completed on return to the ward and 
then half hourly until child is judged to be stable i.e. alert and mobilising.  
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x Prior to discharge a full set of PEWS observations needs to be completed. 
 
 
14.5 Outpatients and Clinical Research Facility 
 

x A patient in the outpatients departments will have their vital signs documented on outpatients 
specific paperwork and do not need a full PEWS score. 
 

x Any patient that deteriorates, is transferred to a ward area or has an extended stay in the outpatient 
departments must be booked in as an inpatient and full PEWS commenced. 

 
15. Education & Training Requirements 
 

x All clinical members of staff are required to complete the self-directed Moodle module which 
supports the educational component of observation, monitoring and escalation of concerns when 
assessing infants, children and young people. The module should be completed on an annual basis. 

 
x All clinical staff should access and complete the Basic Principles of Pain Management Moodle 

package. 
 

x It is the responsibility of clinical staff to identify their training needs in relation to the use of PEWS, 
observation, monitoring and escalation including the use of monitoring equipment and to 
communicate this to their line manager. Competency and compliance according to this policy must 
be addressed during the staff Appraisal Process. 

 
x It is the manager’s duty to ensure that clinical staff are competent in the assessment of patients 

using PEWS, observation, monitoring and escalation skills and associated medical devices. If 
training needs are identified they should be raised as part of the department training needs analysis. 

 
 

x Paediatric Early Warning Systems (PEWS) Observation, monitoring and escalation education is 
embedded into a number of training events at BWCNHSFT including; PAS, NQN, Clinical Skills 
Study days, PACU, PICU Foundation Programme, CNS, CSW, EPLS, APLS, piLS, iLS, Ward Away 
days/Bespoke training events and Medical induction. 

 
x The OLM or E roster will record the above training events. If there is an identified need (through risk 

assessment) for bespoke simulation training, this should be escalated to the Education and 
Learning Team as a learning event request. Specific learning outcomes must then be discussed 
with the trainer allocated to deliver the session. 

 
 
15.1 Monitoring Compliance With and the Effectiveness of the policy 
Process for Monitoring Compliance and Effectiveness 
 
To demonstrate compliance to this policy the following clinical audits will be delivered: 
 

x Unplanned admission to PICU audit 
 

x Audit of cardiac arrest call rate, to track and analyse events 
 
 

x Review of serious incidents where referral for help and PICU admission has been delayed, and 
where acute life-threatening events are assessed as predictable. 
 

x The Nursing Care Quality Indicators will audit Observation and Monitoring charts monthly and local 
action plan will be produced. The Clinical Risk & Quality Assurance Committee receives updates 
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via the Quality Report. 
 
Key Performance Indicators 
 
The Key Performance Indicator for the Nursing Care Quality indicator for observations and monitoring is 
95%. 
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Post-Operative Observations 
 

Appendix A Flow chart for post-operative observations 

Appendix B Flow for chart monitoring for the insertion or removal of chest drains 

Appendix C PEWS chart - 2019 

Appendix D Neurological Assessment Extension 

Appendix E Ventilation Extension 

Appendix F Cardiac Catheter Extension 

  

Appendix A- Flowchart for Post-Operative Observations 
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Insertion/Removal of Chest Drain 

  

Set of observations before procedure 
Minimum: RR, SpO2, HR, BP, temp, 

AVPU 

Continuous pulse oximetry 
throughout procedure. 

Set of observations immediately after 
procedure. 

Minimum: RR, SpO2, HR, BP, AVPU 

Half Hourly observations for TWO 
hours.  

Minimum: RR, SpO2, HR, BP, CRT, 
AVPU. 

 

Hourly observations for TWO 
hours 

 Minimum: RR, SpO2, HR, BP, 
CRT, Temp, AVPU. 

Inform doctor and continue 30 
minute observations with 

continuous pulse oximetry. 
Consider chest X-ray. 

PEWS Elevated 

Two Hourly observations for 
FOUR hours. 

Minimum: RR, SpO2, HR, BP,  
CRT, temp, AVPU. 

Revert to normal prescribed 
frequency for patient. 

Inform doctor and revert to 30 
minute observations with 

continuous pulse oximetry. 
Consider chest X-ray. 

PEWS Elevated 

PEWS Elevated 

PEWS Normal 

PEWS Normal 

PEWS Elevated PEWS Normal 

Appendix B- Flowchart for Insertion/Removal of chest drain 
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Appendix C – PEWS chart 2019 
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  Appendix D – Neurological Assessment Extension 
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Appendix E – Ventilation Extension 
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Appendix F – Cardiac Catheter Extension 


