
BC Provincial 
Pediatric Early Warning System 

PEWS 
Regional Workshop 



This Session Will 
• Explain The Provincial Pediatric Early Warning System (PEWS)  
 PEWS score  
 Situational Awareness Factors 
 Provincial Escalation Aid 
 SBAR Communication Tool  
 

• Describe & review the Provincial PEWS flowsheet 
• Demonstrate how to calculate a PEWS score 
• Identify supports & resources available to assist you in using 

PEWS  
• Provide an opportunity for you to apply the components of 

PEWS using case scenarios 
 

 
 
 

 

Presenter
Presentation Notes
Discuss with the group that some of this session will be review from the e-learning modules.
After presenting the objectives of the session, ask participants if they would like to cover any additional items during the education session.



What is PEWS? 
A clinical tool for frontline staff 

An evidence informed system to support 
improved recognition and response to 
pediatric deterioration   

A system we can and are implementing 
across BC’s hospitals that provide care to 
children  

 

 
 

 

Presenter
Presentation Notes
Notes:
Inpatient units across BC will be included in the phase one implementation of PEWS along with a pilot trial in the Emergency department in Richmond
A coordinated and consistent provincial approach is the goal  



PEWS is: 
• For all patients regardless of acuity  
• A complete system-not just a score 
• A support for clinical decision making 
• Provides a common language to support 

effective communication  
 

 PEWS is not a substitute for clinical judgment 
 

 

Presenter
Presentation Notes
PEWS is intended to be used with all patients including mental health patients (the frequency of assessment will vary depending on presentation and physician’s orders).
PEWS is meant to be done with every set of vital signs
PEWS score is to be charted timely at the patient bedside




Why do we need earlier warning of a 
child’s compromise? 

~63 to 89% of children do not survive cardiac arrest 
 
Morbidity in survivors remains high despite advances in 
resuscitation training, technology and treatment 

 
Evidence indicates prevention is possible 

 
Pediatric patients may demonstrate physiologic and behavioral 
symptom deterioration up to 24 hours prior to cardiopulmonary 
arrest                 

Early Recognition Early 
Intervention 

Improved 
outcomes 

Presenter
Presentation Notes
Intent of slide:  to introduce why PEWS is necessary in pediatrics in BC

Points for slide:
  An arrest in a child is devastating, often lethal, and is evidence of suboptimal care . Review of hospitalized child deaths in UK: 63 of the 89 deaths (71%) were avoidable or potentially avoidable (Pearson GA, 2008 CEMACH). 

  In children, cardiopulmonary arrest represents a culmination of progressive cardio-respiratory failure, and as such, may be more readily detectable and amenable to intervention





Provincial Approach  
 A variety of PEWS tools are in use 

internationally 
 Child Health BC worked with Provincial Health 

Authority Planners to develop a PEWS that 
will work across the province  

 The provincial approach includes the Brighton 
Scoring Tool and the Cincinnati Situational 
Awareness Model 

 

 

Presenter
Presentation Notes
Common throughout  USA, England, Australia, Canada and Wales.
In BC, PEW systems implemented  at BC Children's, Victoria General and Royal Columbian Hospitals.  Pilot testing at Richmond, Lions Gate and Sechelt.     
VGH was part of the BPEWs research with positive feedback. BPEWS is proprietary and cost prohibitive for use provincially
Fraser Health piloted EOPC (Escalation of Patient Care) at Royal Columbia 
Vancouver Coastal piloted PEWS two sites: St. Mary's (Sechelt) and Richmond Hospital (including their Emergency rooms)
BCCH adopted the National Health Services (UK) PEWS score and the Cincinnati Children’s Situational Awareness Model 




A provincial network- working to build an integrated, 
accessible system of health services for children.  
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Who is Child Health BC? 

• UBC Departments 
of Pediatrics, 
Surgery 

• Canadian Child 
Health Coalition 

• BC Pediatric Society 
• DOBC: Society of 

GPs 
• BC Principals, Vice 

Principals 
 

• Fraser 
• Interior 
• Island 
• Northern 
• Van-Coastal 
• PHSA 
• First Nations 

• Ministry of Health 
• Ministry of 

Child/Family 
Development 

• Ministry of 
Education 

Government 
Ministries 

Provincial 
Health 

Authorities 

Academic 
Partners 

Professional 
Societies 



The Purpose of the PEW 
System  

Identify pediatric patients who are at risk of 
deterioration 
Mitigate the risk (through clinical and 

procedural response)  
Escalate to a higher level of care if mitigation 

is unsuccessful  
… and do it all sooner! 

 



What is the BC PEW system?  
A standardized, evidence-based system for 
recognition and response to deterioration… 

1. PEWS Score  
(in a bedside flow 

sheet) 

2. Situational 
awareness 

bundle 

3. PEWS 
escalation 

aid 

4. 
Communication 

framework 
(SBAR) 

Presenter
Presentation Notes
Intent of slide: to introduce parts in the Pediatric Early Warning System

(examples of each of the components in following slides) 




1. PEWS Score  
The Brighton PEWS score can range between 0 and 13 
Higher PEWS scores are associated with higher risk of 
clinical deterioration 
There are 6 flowsheets: 

 
0-3 

months 
4 - 11 

months 
1 - 3 
years 

4 - 6 
years 

7 - 11 
years 12+ years 



Brighton PEWS Scoring Table 

Monaghan A. Detecting and managing deterioration in children. Paediatr Nurs. 2005; 17:32–5. 

Brighton Pediatric Early Warning Score 
0 1 2 3 SCORE 

Be
ha

vi
ou

r Playing 
Appropriate 

Sleeping Irritable Lethargic &/OR  
Confused &/OR  
Reduced response to pain 

Re
sp

ira
to

ry
 

Within normal 
parameters 

No recession or tracheal 
tug 

10 above normal 
parameters, Using 
accessory muscles,  
&/OR  

30+% FiO2 or 4+ 
liters/min 

>20 above normal 
parameters 
recessing/retractions, 
tracheal tug 
&/OR 
40+% FiO2 or 6+liters/min 

5 below normal parameters 
with sternal 
recession/retractions, tracheal 
tug or grunting 
&/OR 
50% FiO2 or 8+liters/min 

Ca
rd

io
va

sc
ul

ar
 Pink/Normal &/OR 

capillary refill 1-2 
seconds 

Pale &/OR  
capillary refill 3 seconds 

Grey &/OR capillary refill 4 
seconds 

Tachycardia of 20 above 
normal rate. 

Grey and mottled or capillary 
refill 5 seconds or above 
OR 

Tachycardia of 30 above 
normal rate or bradycardia 

Q 20 minutes bronchodilators &/OR   
persistent vomiting following surgery (2 points each) 

 

(Monaghan, 2005) 
  

TOTAL PEWS SCORE  

Presenter
Presentation Notes
Intent of slide:  introduce the Brighton PEWS scoring tool

Points for slide: 
  scoring tool is based only on the following categories: behavior, respiratory, and cardiovascular
The max score you can get in any category is 3.  Always score using the highest number in each category.  For example if a patient is tachycardia of 20 above normal, and had a cap refill of 5 their cardiovascular score would be 3.

  PEWS score is calculated on each patient and documented with each set of vital signs

  Additional of 2 extra points for each of the following: 
  Bronchodilators administered every 15 minutes
  persistent vomiting post-surgery




Flow Sheet & PEWS Score 

0 

1 

2 

3 

PEWS Scoring  
Legend 

Age- specific 
vital signs 

norms based on 
CTAS 2013 

Presenter
Presentation Notes
Intent of slide:  introduce proposed flow sheet that encompasses PEWS system and score

Points for slide: 
  refer to the PEWS scoring legend
  the color will correspond to the PEWS score
Record ONLY the most severe score at the end of each section (Emphasized to avoid confusion)

Introduce the vital signs references correspondence to CTAS scores…. We will review the flowsheet in more detail when we work through the case study





2. Situational Awareness -factors that 
contribute to the risk of pediatric clinical deterioration 

 

Cincinnati Children’s found these factors to be 100% sensitive 
predictors of serious deterioration. Addressing all five on a regular 
basis helped teams improve predicting & preventing deterioration  
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Unusual therapy Caregiver Concern Watcher patient 

PEWS score 2+ Communication breakdown 

Presenter
Presentation Notes
Intent of slide:  introduce factors that encompass PEWS System
Points for slide:
  Situational awareness includes the following factors: unusual therapy, communication breakdown, watcher patient, patient/family/caregiver concern, and PEWS score of 2 or higher 
Cincinnati Hospital found these to be 100% sensitive predictors of serious clinical deterioration – i.e. all children who deteriorate had one or more of these factors. Addressing all 5 in a regular manner helps the team to become better at predicting and preventing deterioration!

  These factors enables the nurse caring for the patient to assess from subjective and objective criteria
  Only one of these criteria are required to identify a patient at risk
  Each risk factor holds the same importance 

  These factors enables the nurse caring for the patient to assess from subjective and objective criteria
  Only one of these criteria are required to identify a patient at risk
  Each risk factor holds the same importance 






Here is a short video from 
Cincinnati Children’s  
http://www.risky-
business.com/video.php?video
id=74 

Situational Awareness 

Presenter
Presentation Notes
Review the situational awareness poster.  Have a discussion around how we might engage patient’s and families in this part of the PEWS process.  As healthcare workers we already do this with our families, this just provides a tool to validate and document these factors.  Encourage nurses to include an intro to the Situational Awareness posters as part of their orientation to the unit, safety talk.

http://www.risky-business.com/video.php?videoid=74
http://www.risky-business.com/video.php?videoid=74
http://www.risky-business.com/video.php?videoid=74


3. Escalation Aid 

Presenter
Presentation Notes
Intent of slide:  to introduce the Escalation Aid that corresponds to the Brighton PEWS score

Points for slide:  
  The escalation aid provides guidelines for Vital Sign frequency and assessment according to the patient’s score
  first objective is to increase monitoring of your patient as EOPC score increases in conjunction with any orders regarding monitoring that are written by a physician (example, putting pt. on a cardiac monitor if they were not on one previously)
  Second objective is that documentation frequency increases along with increasing assessment and monitoring. 

  The following must be reflected in nursing documentation (Data-Action-Response format):
Vital signs
Assessment 
Physician notification (by name/when) and critical care supports if accessed
What was  communicated to the physician and 
Physician response 
Plan for ongoing care




 
4. Standardizing Communication 

(SBAR) 
 

What is SBAR? 
SBAR (Situation-Background-Assessment-
Recommendation) technique provides a 
framework for communication between 
members of the health care team about a 
patient's condition 

Presenter
Presentation Notes
Intent of slide:  introduce SBAR

Points for slide:
  SBAR is the acronym for situation – background – assessment – response
  Standardized format for communicating concerns of a patient at risk when you want assistance
  Simple guide to effectively structure your conversation when communicating concerns about a patient and seeking a solution




S 
Situation: What is the situation you are calling about? 
  
I am (name), a nurse on ward (X) 
I am calling about (patient X) 
I am calling because I am concerned that… 
(e.g. BP is low/high, pulse is XX, temperature is XX, PEWS score is X) 

B 
Background: Pertinent Information & Relevant History 
  
Patient (X) was admitted on (XX date) with…(e.g. respiratory infection) 
They have had (X procedure/investigation/operation) 
Patient (X)’s condition has changed in the last (XX mins) 
Their last set of vital signs were (XXX) 

A 
Assessment: What do you think the problem is? 
  
I think the problem is (XXX) and I have…(e.g. applied oxygen/given analgesia, 
stopped the infusion) 
OR 
I am not sure what the problem is but the patient (X) is deteriorating 
OR 
I don’t know what’s wrong but I am really worried 

R 
Recommendation: What do you want to happen?  
  
I need you to… 
Come to see the child in the next (XX mins) 
AND 
Is there anything I need to do in the meantime? (give a normal saline bolus/repeat 
vitals/start antibiotics) 

Ask receiver to repeat key information to ensure understanding 

SBAR Communication Tool 

Presenter
Presentation Notes
Example of SBAR.  Please continue to use the SBAR form you currently have at your agency.  Child Health BC has also created one that will be available for nurses to print and use.



Creating a Common & Clear 
Picture of Risk 

Visual cues for  all 
healthcare providers to 
recognize patients at risk of 
deterioration 
 
Standardized check-in 
processes between charge 
nurse and RNs 
 

 

Example: patient room number 
coloured in red on white board 

Presenter
Presentation Notes
This allows for any member of the healthcare team to walk on the unit and just from looking they will get a sense of which patients are at risk.  
In the example provided  an educator may walk on to the unit and just by looking at the assignment board identify that patient’s 3 and 9 are at risk.  He/she can then make it a priority to check in with the nurses caring for those patients first to see if they require any support.



Case Study: Documentation  
Baby Smith: 
• 5-month-old admitted with RSV 
• Previously vigorous in her activity-now lethargic 

with a sunken fontanel 
• RR 70 with increased use of accessory muscles 
• SaO2 is 95% on 1 L/min of NP   
• HR 160, she is pale, cap refill is 4 seconds, BP 

82/46 
• No wet diapers for 10 hours.  

Presenter
Presentation Notes
Intent of slide:  introduce the patient’s daily flowsheet and documentation of the patient’s PEWS score

Points for slide:  using this case study as an example, calculate this patient’s PEWS score with the PEWS Score tool as a guideline 
  calculate the score for each category





How to Score: Respiratory 

0 

1 

2 

3 

PEWS Scoring  
Legend 

x 

95% 
1L 

NP 

x 

2 

Always use the score from 
the highest descriptor per 

category 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s PEWS Score for Respiratory

Points for slide: 
  RR 70, SaO2 95%, O2 at 1L/min, Nasal Prongs, increased use of accessory muscles
  Total PEWS Respiratory Score = 2

  use the score from the highest descriptor for each category (i.e.: RR of 70 = score of 1; and moderate respiratory distress = score of 2)
  Respiratory distress level per CTAS 2013 (p.42) definitions.




How to Score: Cardiovascular 

0 

1 

2 

3 

PEWS Scoring  
Legend 

x 

x 

x 

Always use the score from 
the highest descriptor per 

category 

2 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s PEWS Score for Cardiovascular

Purpose for slide:
  HR 160, capillary refill 4 sec, pale
  Total PEWS Cardiovascular Score = 2

  use the score from the highest descriptor for each category (i.e.: cap refill of 4 = score of 2; and pale skin color = score of 1)





 
How to Score: Behavior 

0 

1 

2 

3 

PEWS Scoring  
Legend 

x 

3 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s PEWS Score for Behavior & Vomiting/Bronchodilators

Points for slide:
  Lethargic
  Total PEWS Behaviour Score =3

  Persistent Vomiting Post-operatively = 0
  broncholdilator q15 mins =  0





How to Calculate Total 
PEWS Score 

  

2 

2 

3 

7 

0 
0 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s total PEWS Score

Points for slide:
PEWS Score for Respiratory Score: 2
PEWS Score for Cardiovascular: 2
PEWS Score for Behaviour: 3
Persistent vomiting following surgery: 0
Nebulizers every 15 minutes: 0
Total PEWS Score = 7





Case Study 1 
Maria is: 
• 2-years-old, recently diagnosed with Leukemia 
• Resp rate of 55, SaO2 is 92% on room air 
• Developed a fever last night 38.8 oC axilla 
• She is lethargic and confused 
• Tachycardic at 155 BPM, pale, cap refill is 5, BP 98/55 
• Persistent vomiting 
• Her mom is extremely worried about her 
• Has not voided since the previous afternoon. 

Presenter
Presentation Notes
PEWS score:

PEWS Score for Respiratory Score: 2
PEWS Score for Cardiovascular: 3
PEWS Score for Behaviour: 3
Persistent vomiting following surgery: 0
Bronchodilators every 15 minutes: 0
Total PEWS Score = 8





Case Study 1 

2 

3 

3 

8 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s total PEWS Score

Points for slide:
PEWS Score for Respiratory Score: 2
PEWS Score for Cardiovascular: 3
PEWS Score for Behaviour: 3
Persistent vomiting following surgery: 0
Nebulizers every 15 minutes: 0
Total PEWS Score = 8





Case Study 2 
• 4-years-old, newly diagnosed diabetic  

• Transferred to your unit from the ED with an initial 
PEWS Score of 0 

• Respiratory rate 50, SaO2 90% on room air 

• Heart rate 90, pale, cap refill 3 seconds, BP 110/78  

• You find her irritable and increasingly lethargic 

Presenter
Presentation Notes
PEWS score:
PEWS Score for Respiratory Score: 2
PEWS Score for Cardiovascular: 1
PEWS Score for Behaviour: 3  (always choose the higher score, as patient would receive 2 for irritability, and 3 for being lethargic)
Persistent vomiting following surgery: 0
Bronchodilators every 15 minutes: 0
Total PEWS Score = 6

Screen for sepsis. 




Case Study 2 

2 

1 

3 

6 

Presenter
Presentation Notes
Intent of slide:  introduce how to document and calculate the patient’s total PEWS Score

Points for slide:
PEWS Score for Respiratory Score: 2
PEWS Score for Cardiovascular: 1
PEWS Score for Behaviour: 3
Persistent vomiting following surgery: 0
Nebulizers every 15 minutes: 0
Total PEWS Score = 6





Case Study 

You have received your patient assignment for 
the day. You are looking after a three year old 
girl, Molly, who has been admitted a few days 
ago with Pneumonia. Her Mom is staying with 
her. She was started on Cefotaxime 1000mg 
q8h. She has been drinking well. 

Presenter
Presentation Notes
Please note this case study is designed to highlight the sections of the flowsheet.



Case Continued 

• Her health history includes no developmental 
delay, history of asthma and allergy to sulfa 
drugs.  

• She is toilet trained but has been wearing pull-
ups in hospital. 

• Admission weight was 20 kg. Previous 24 hour 
was 19.8 kg. 
 

Presenter
Presentation Notes
Get them to plot her weight on the back of the flowsheet.




0720 

• You go in to check on your patient and do your 
bedside safety check.  

• Pt is asleep.  
• Bedside safety check (O2, suction, crib rails 

up, clear access to bedside)  
• IV pumps are in the correct profile 
• IV solution D5NS at 15 mL/hr. 

 



Respiratory PEWs 

Respiratory: 
• RR 38, 02 saturations 98% on room air 
• Mild shortness of breath on exertion 
• Frequent cough 
• A/E equal BL with scattered crackles   
• LLL wheeze 

 
 

Presenter
Presentation Notes
Get staff to plot Pews, then discuss each section in respiratory and total Respiratory score
Resp Score 1




Respiratory Assessment 

Mild: Dyspnea; tachypnea; shortness of breath on exertion; no obvious increased work if 
breathing; able to speak in sentences; stridor without obvious airway obstruction; mild shortness 
of breath on exertion; frequent cough. 

Moderate: Increased work of breathing, restlessness, anxiety, or combativeness; tachypnea; 
hyperpnea; mild increased use of accessory muscles, retractions, flaring, speaking phrases or 
clipped sentences, stridor, but airway protected, prolonged expiratory phase. 

Severe: Excessive work of breathing, cyanosis; lethargy, confusion, inability to recognize 
caregiver, decreased response to pain; single word or no speech; tachycardia or bradycardia; 
tachypnea or bradypnea; apnea irregular respirations; exaggerated retractions, nasal flaring, 
grunting; absent or decreased breath sounds; upper airway obstruction (dysphagia, drooling, 
muffled voice, labored respiration’s and stridor); unprotected airway (weak to absent cough or 
gag reflex); poor muscle tone. 

CTAS 2013 Respiratory Distress Definition: 

Presenter
Presentation Notes
Wheeze and crackles can occur at any stage of Respiratory distress.  Assessment of work of breathing should follow these definitions and clinical judgement



Respiratory Assessment 

 



Cardiovascular PEWS Scoring 
 

• HR 138 per minute 
• Cap refill 1-2 sec. 
• BP 110/68 
• Pale  

Presenter
Presentation Notes
Cardio score is 1



Cardiovascular Assessment 

• Warm to touch 

Presenter
Presentation Notes
If you use a Neurovascular Record at your agency please continue to do so



Behaviour PEWS Scoring 

• Awake, quiet 
• Co-operative 

 
 

 

Presenter
Presentation Notes
Behaviour score is )



Persistent Vomiting following Surgery & 
Bronchodilator 

2 points each  
This is how the score can be 13 

Persistent vomiting following surgery 2 

Bronchodilator every 20 minutes 2 

Presenter
Presentation Notes
Unexpected persistent vomiting following surgery.  



Chart Total PEWS Score 

• With each vital sign assessment 
• If PEWS Score is zero please chart 0 

Presenter
Presentation Notes
What is Molly’s total PEWS score? Molly total PEWS score is 2

What actions do you need to do based on the escalation aid



What is Molly’s PEWS score? 
What are your actions? 

Presenter
Presentation Notes
Intent of slide: Based on Molly’s PEWS score what are your actions



Temperature  

Presenter
Presentation Notes
Screen for sepsis if Temp is greater than 38.5 or less than 36 (or if PEWS score increase by 2)



Neurological Assessment 
• This is to be done per shift or 

more frequent as condition or 
orders determine 

 
• GSC and Pediatric modified GCS 

will be in resource pack 
 
 
 
• CWMS charting is still required 

on limb assessment form  for 
orthopedic patients 

 
• Bladder function reflects normal 

tone/emptying  

 
 



Regular Checks 

• Pain (see resources) 

 
 



Regular Checks 
 

• Hourly for IV site to 
source & TLC 

• Hourly Enteral/Gastric if 
in use 

• PRAM as ordered and 
PRN (Asthma only) 

• Hourly 
Phototherapy/Eye 
Shield if in use 
 
 
 

Presenter
Presentation Notes
PRAM (PEDIATRIC RESPIRATORY ASSESSMENT MEASURE): ASTHMA ONLY




Assessment 

• Initial head to toe assessment to be complete 
at the start of each shift 
 • Document time of assessment and 
initial 



Quality Checks & Safety Scores 

Presenter
Presentation Notes
Alarms include pumps, monitors etc.  Braden Q score 





Mental Health 

Continue to chart on the 
Mental Health 
documents in addition to 
this assessment 

Presenter
Presentation Notes
If you have additional assessment and document tools used in your agency please refer to them here 



Personal Safety Precaution 

Presenter
Presentation Notes
Infection Control Practices Signs



Additional Assessment 
GI: 
• Abdomen soft and round, BS x 4 
 
 

 
 

 



Additional Assessment 
GU:  
• has a pull up on, no void 
 
 

 



Additional Assessment 

• Musculoskeletal 
 
 

• Integument 
 
 

• Hydration 



Additional assessment 

• Other measurements 
 

Other measurements include Head 
Circumference, PICC length, abdominal 
girth etc. 



0900 

Molly’s weight today is 19.7 kg.  Molly ate a 
small amount yogurt and 50 mL’s of apple juice 
for breakfast. She walks with her Mom to the BR 
and her pull-up is changed for 220 mL clear 
amber urine.  
(Molly’s admission weight was 20 kg & previous 
24 hours was 19.8) 

Presenter
Presentation Notes
Admission weight was 20 kg. Previous 24 hour was 19.8 kg.




In’s and Outs 
  07 08 09 10 11 1900 
D5NS   

15 

15 

30 

15 

    45 

15 

     
60 

15 

75 

 

180 

Record the actual time of reading 
the pumps, pump cumulative at 
the bottom, calculated infused 
amount at the top 

Presenter
Presentation Notes
Shift totals q 12 hr at a minimum. 
Add in calculated maintenance at the start of each shift 



Intake/Output Example 

Presenter
Presentation Notes
This example is not from the Molly Case Study, but it shows how in/outs are to be documented.  Refer the group to the Fluid Balance Edu-quick for additional information



1100  
Mom calls you to the room and is concerned Molly “feels warm” 
to her.   Temp 38.8C. Tylenol 285 mg given po.  
 

Respiratory: 
• RR 44, mild use of accessory 

muscles, subcostal retractions 
• O2 saturation is 97% on room air 
Cardiovascular: 
• HR 156, pulses normal 

peripherally 
• BP 105/72  
• Cap refill 2 seconds, remains pale 

with flushed face 

 

Behavior: 
• Patient co-operative but 

increasing sleepiness noted 

 

Presenter
Presentation Notes
Allow staff to chart and then review together (PEWS score resp 2 + 3 Cardio = 5).  What do we do based on escalation aid? Reasses in 15 minutes.
Behavior will be a point of discussion, always chart up if you are unsure
Lead into situational awareness
Sepsis screening
Document medication administration following the same process you currently use on MAR



Situational Awareness 

 
 
 
 
 
In NN Record the time 
the Pews escalation 
process is activated as 
well as DAR 

Presenter
Presentation Notes
You may also write NN if you need to write a late entry to summary the actions.



Reassessment: 1120 

Respiratory: 
• RR-40, A/E BL with scattered 

wheeze, indrawing remains 
• O2 saturations 99 % on 2 LNP 
Cardiovascular: 
HR: 148, Pulses normal, cap refill 2 
seconds, BP 107/77 remains pale, 
cheeks less flushed 
 
Temp 38.5, given 4 puffs Ventolin 

Behavior: 
• More interactive during 

assessment, although slept 
between assessments 

Presenter
Presentation Notes
Allow staff to chart then review together
Allow discussion around behavior, remind staff this is only a tool to aid in clinical assessment. Critical thinking is important. If unsure always seek out another opinion
PEWS (resp 2, cardio 2 = 4). Per escalation aid need to reassess in one hour




1215 
Respiratory: 
• RR-38, wheeze resolved, no 

more indrawing noted 
• O2 sats 100% on 2L NP 

 
Cardiovascular: 
• HR 138,  cap refill 2 

seconds, BP 108/67 
• Pale, slight facial flush 

remains 
 

Behavior: 
• Asking for juice 
• Playing quietly with toys 

 
 
 
 

Temp 37.8 



Things to Consider 
• Any change from original shift assessment will need to be 

documented in the Nursing Notes in Data, Action, Response (DAR) 
format 
 

• Continue to use Sepsis and PRAM tools if used at your agency   
  
• Continue to document medications given on the Medication 

Administration Record (MAR) specific to your agency 
 

• The PEWS CDST, Using the Flowsheet and Vital Sign Assessment & 
Documentation guidelines are found on the CHBC website 
 

• Charting to be completed “just in time” at bedside whenever 
possible- chart the actual time of interventions 
 

• Share questions/concerns with your PEWS site leader, and/or  
educator/coordinator.  They will pass concerns to CHBC Regional 
Coordinator, who will share with PEWS Project Team. 
 



Do the PEWS  tools work?  
What has research found?  

• Nearly 50% decrease in rates of UNSAFE ICU 
transfers  

• Potentially provides advanced time of >11 hours 
• Positive directional trends in improved clinical 

outcomes  
• Enhanced multi-disciplinary team work, 

communication and confidence  
• There are no negative outcomes reported in the 

literature related to the use of PEWS  

 60 

Presenter
Presentation Notes
1)UNSAFE- vasoactives, 3 or more fluid bolus, ventilation (invasive and non invasive) any time before arrival in ICU or within 60 min of arrival at ICU (Brady et al, 2013)

Potentially provides leeway time of >11 hours so the team can alter the care plan and may avert CPA or SAEs 

Positive directional trends in improved clinical outcomes (e.g. earlier intervention, reduced CPA rates, reduced mortality rates, reduced transfer to ICU)

Enhanced multi-disciplinary team work, communication and confidence in recognizing, reporting and making decisions about child clinical deterioration





How will we know if PEWS is working?  

61 

 Mixed method, pre-post evaluation 
design: chart reviews, interviews, focus 
groups and surveys at all phase 1 sites.  



What is My Role in Supporting the 
PEWS Evaluation? 

 Regular implementation audits as needed to ensure 
ongoing quality 
 

 Complete the PEWS Implementation Plan Report (one 
month post implementation) 
 

 Complete 20 quick flowsheet audits, (or max 20 
dependent on # of patients) @: 6 weeks, 3 months, 6 
months, 9 months, 12 months and then every quarter 
post implementation.  Send to the coordinator in your 
Health Authority(HA) 

Presenter
Presentation Notes
All of the tools have been made for you.  You can review them, and with your team make a plan on how to use them.



Implementation Plan 
Work with your team members to identify: 
 What will be the visual cue for your unit or agency?  

 What will be your daily management plan?  

 How will you ensure nurses are using the PEWS flowsheet correctly? 

 How will you encourage your healthcare team to engage patient’s and 
families in the situational awareness factors? 

 Where will you hang the situational awareness posters? 

 Where will you put your supporting resources (Braden Q, falls, pain 
etc.) ring with the clipboard? resource binders? 
 

 
 



Trainer’s Next Steps… 
 Track staff completion of online modules 

Book your in-person site training sessions (2 hours) to 
ensure you capture all staff who will be using the system 

Continue to finalize the implementation plan for your 
agency 

Access and review all PEWS resources Seek out additional 
support as needed  

 Educational Resources are all available on the Child Health 
BC Website 
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Trainer Resources 
 

 

 
 

Education Support Tools  
•  Situational Awareness Poster 
• Brief Overview of PEWS  
• SBAR tool  
• PEWS Lanyard Card  
• Pediatric Vital Sign Lanyard Card 
• PEWS Nursing PowerPoint 
• Provincial PEWS Education Lesson Plan 
• PEWS Education Session Evaluation 
• Physician PowerPoint 
• Leadership PowerPoint 
• Case Studies 
• QI Tools 
• Edu-quicks 
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