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Using this National Clinical Guideline 
The purpose of this National Clinical Guideline is to improve prevention and recognition of, and 
response to, children at risk of clinical deterioration in paediatric inpatient settings, through the 
implementation of a standardised paediatric early warning system. 

This National Clinical Guideline applies to infants and children admitted to paediatric inpatient 
settings. It does not apply to infants within maternity and neonatal units.

National Clinical Guideline recommendations are presented with practical guidance for 
implementation where indicated. The recommendations are linked to the best available evidence 
and/or expert opinion. The recommendations have been cross-referenced where appropriate 
with other National Clinical Guidelines.

Reference of National Clinical Guideline 
This National Clinical Guideline should be referenced as follows: 
Department of Health. The Irish Paediatric Early Warning System (PEWS) National Clinical Guideline 
No. 12. November 2015. ISSN 2009-6259.

This Guideline Summary should be read in conjunction with the full version National Clinical 
Guideline. The full version of this National Clinical Guideline and this summary version are available 
at: www.health.gov.ie/patient-safety/ncec

The complete list of references can be found in the full version of the National Clinical Guideline.

Disclaimer
Healthcare staff should use clinical judgement, and medical and nursing knowledge in 
applying the general principles and recommendations in this National Clinical Guideline. 
Recommendations may not be appropriate in all circumstances, and the decision to adopt 
specific recommendations should be made by the clinician, taking into account the individual 
circumstances presented by each patient and available resources. National Clinical Guideline 
recommendations do not replace or remove clinical judgement or the professional care and 
duty necessary for each specific patient case. Clinical decisions and therapeutic options should 
be discussed with a senior clinician on a case-by-case basis as necessary and documented.

Quality Improvement Division Clinical Strategy and Programmes Division

http://www.health.gov.ie/patient-safety/ncec


National Clinical Effectiveness Committee (NCEC)

The National Clinical Effectiveness Committee (NCEC) is a Ministerial committee established by 
the Department of Health as part of the Patient Safety First Initiative to provide oversight for    
the national clinical effectiveness agenda which includes National Clinical Guidelines, National 
Clinical Audit and Clinical Practice Guidance. 

The NCEC Terms of Reference are to: 
1. Provide strategic leadership for the national clinical effectiveness agenda. 
2. Contribute to national patient safety and quality improvement agendas. 
3. Publish Standards for Clinical Practice Guidance. 
4. Publish guidance for National Clinical Guidelines and National Clinical Audit.
5. Prioritise and quality-assure National Clinical Guidelines and National Clinical Audit.
6. Commission National Clinical Guidelines and National Clinical Audit. 
7. Align National Clinical Guidelines and National Clinical Audit with implementation levers.
8. Report periodically on the implementation and impact of National Clinical Guidelines and 

the performance of National Clinical Audit. 
9. Establish sub-committees for NCEC work-streams.
10. Publish an Annual Report. 

Further information on the NCEC structure and NCEC documentation is available at:
www.health.gov.ie/patient-safety/ncec



Foreword

For most children, admission to hospital is a step towards recovery, improvement and wellness. 
Children and their families expect hospital to be a safe place, providing the best chance of 
getting better. Although this is certainly the case for the majority of children in hospital, it is not 
the case for all. Clinicians have long recognised that some children may deteriorate following 
admission to hospital, even after treatment has been initiated and despite regular observations, 
assessment and review. A review of child mortality from the United Kingdom, (CEMACH, 
2008) estimated that one in five children who die unexpectedly in hospital have avoidable 
factors leading to death, most commonly a failure to recognise how sick they are. With all the 
advances of modern medicine there is still room to learn and improve. Focusing on this problem 
has enabled us to consider ways to improve the recognition of, and response to, the child who 
may deteriorate in hospital.

Paediatric early warning scores have been in existence for over 10 years, and continue to 
evolve. Initial research in this field attempted to define the physiological parameters that best 
predicted when a child was deteriorating or at risk of deterioration. We know that changes 
in heart rate, blood pressure, skin perfusion, oxygen requirement, pulse oximetry, respiratory 
rate, respiratory effort and conscious level may all be predictors of deterioration. We know too 
that these measurements may indicate that a child is simply unwell but not at significant risk. 
However by converting these measurements to a score combined and enhanced with the 
concerns of nurses and family at the bedside, this information may be used to help clinicians 
to ‘track and trigger’ a response to a sick child, allowing for recognition and a response before 
deterioration occurs. A number of supporting features add further value to the score namely; 
good teamwork and communication, observation charts that prompt information-seeking and 
good decisions, improved situation awareness and the involvement of families as partners in 
watching for deterioration. When all these elements come together we have much more than 
a score; we have the foundations of a system that can generate patient safety; this is the Irish 
Paediatric Early Warning System – PEWS.

Implementing any complex system requires several strategies. We have designed many 
elements of the PEWS in close collaboration with front line medical teams to make it easy to 
use and relevant to the demands of everyday work. Standardised education is important to 
ensure all clinicians are familiar with observation charts and are aware of their role as active 
participants in a safety system. Local leadership with good governance arrangements will be 
essential to ensure implementation and accountability for PEWS. We encourage local teams 
to seek out colleagues with quality improvement expertise to help embed the changes in work 
practices and the supporting features of PEWS such as better team work, communication 
and improved shared situation awareness. We also encourage local teams to look for ways to 
engage families as active participants. Finally, we must measure PEWS activities and outcomes 
through audit to assist implementation and provide assurance.  

I wish to finish by thanking all who have made PEWS possible, especially our patient 
representatives. People have worked with us on a voluntary basis, whilst continuing with their 
busy day jobs, all have worked beyond what was initially asked of them. The Paediatric Early 
Warning System will improve the recognition of the deteriorating child and improve their 
outcomes. It is also a template for improving safety for all children who are admitted to hospitals 
in Ireland, enhancing the quality of their care.

___________________________

Dr John Fitzsimons  
Chairman, PEWS Guideline Development Group 
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1.1 Need for national clinical guideline

In response to the Health Information and Quality Authority (HIQA) Patient Safety Investigation 
Report into Services at University Hospital Galway (2013), the NCEC was requested by the 
Minister for Health to commission and quality assure a number of National Clinical Guidelines. 
This National Clinical Guideline for the Irish Paediatric Early Warning System (PEWS) has been 
developed in collaboration with the National Clinical Programme for Paediatrics and 
Neonatology and the Quality Improvement Division of the HSE. It provides the framework for 
implementation and governance of PEWS in inpatient paediatric settings in Ireland.

A systematic literature review was commissioned in 2014 by the Department of Health and 
undertaken by DCU. This review identified that paediatric early warning systems are widely 
used around the world; though a lack of consensus exists about which system is most useful. 
Notwithstanding the lack of evidence for a definitive system, positive trends in improved clinical 
outcomes, such as reduced cardiopulmonary arrest or earlier intervention and transfer to 
Paediatric Intensive Care Unit (PICU) were noted. Paediatric early warning systems have also 
been shown to enhance multidisciplinary team (MDT) working, communication, and confidence 
in recognising and making clinical decisions about clinically deteriorating children (Lambert et 
al., 2014).

A robust system specifically designed for the identification of the clinically deteriorating child 
is important and necessary. The application of early warning systems is more challenging in 
paediatric patients compared to adults for several reasons, including:

•	 Variation in age-specific thresholds for normal and abnormal physiology
•	 Children’s inability or difficulty to articulate how or what they feel
•	 Children’s ability for early physiological compensation
•	 Need for greater focus on respiratory deterioration in children.

The Irish PEWS is a multifaceted approach to improving patient safety and clinical outcomes. 
It is based upon the implementation of several complementary safety interventions, 
including national paediatric observation charts, PEWS scoring tool and escalation guideline, 
effective communication using the national standard (ISBAR communication tool for patient 
deterioration), timely nursing and medical input, and clear documentation of management 
plans. The key to success for the PEWS at institutional level is strong governance and leadership, 
a targeted education programme, on-going audit, evaluation and feedback. In other countries, 
earlier recognition of, and timely intervention in clinical deterioration has been shown to improve 
outcomes such as reduced unplanned PICU admissions, shorter length of stay in PICU or a lesser 
severity of illness on admission to PICU (Tibbals et al., 2005). In addition, it is likely that incidence 
of respiratory and cardiopulmonary arrests may be reduced (Brilli et al., 2007; Zenker et al., 2007). 
The outcome for clinicians, children and families is a greater awareness and understanding 
of the child’s clinical condition and needs. PEWS depends on the implementation of complex 
interventions such as improved safety culture, team work and situation awareness (i.e. knowing 
what is going on). Such interventions are supported by the application of quality improvement 
methods in many of the studies that informed this guideline and it is recommended that similar 
supports are put in place to ensure the reliable introduction of new practices in new settings. 

1.2  Critical illness in children

There are 1,600 admissions per year into Ireland’s two paediatric intensive care units in Dublin, of 
which 440-600 are admissions from external hospitals:

Background1
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•	 Our Lady’s Children’s Hospital, Crumlin PICU admits approximately 1,100 patients per year, 
of which 30-40% are unplanned or emergency admissions.

•	 Temple Street Children’s University Hospital PICU admits 500 patients annually, of whom 80% 
are unplanned.

 (Source: PICANet)

Many children admitted to paediatric wards every year will have features of critical illness but 
most will stabilise following initiation of therapy. Others will require additional monitoring for 
evidence of deterioration and the possibility of needing escalation to a higher level of care. 
Some paediatric centres, outside of the children’s hospitals, have the ability to provide a higher 
level of care (one-to-one nursing, increased monitoring, limited respiratory or cardiovascular 
support) to small numbers of sick children which may avoid escalation to PICU. Smaller 
paediatric units may only see a few children each year who deteriorate to the extent that they 
require transfer to PICU. In this context, severe critical illness is a relatively uncommon event 
relative to the number of children passing through the facility. If escalation to a higher level of 
care is required, admission to an adult intensive care unit (ICU) may be advised, depending on 
local arrangements, for stabilisation prior to transfer to PICU.

1.3  Scope of National Clinical Guideline

This National Clinical Guideline applies to infants and children admitted to paediatric inpatient 
settings. It is not for use within neonatal and maternity units, paediatric intensive care units or 
intraoperative settings. PEWS is not an emergency triage system and should not be used for this 
purpose.

National Clinical Guideline No. 1; National Early Warning Score (NEWS) is for use in non-pregnant 
adults, while National Clinical Guideline No. 4; Irish Maternity Early Warning System (IMEWS) is for 
use in women with a confirmed pregnancy and for up to 42 days post-natally.

This guideline makes recommendations on the process of implementation and utilisation of 
the Irish Paediatric Early Warning System. It is relevant to hospital management, healthcare 
professionals, children and their families. It is intended to complement, not replace, clinical 
judgement. Cases should be considered individually and, where necessary, discussed with a 
senior or more experienced colleague. 

1.4 Grading of recommendations

An adapted Grading of Recommendations Assessment, Development and Evaluation (GRADE) 
process was used in the development of this clinical guideline, as two separate grading 
processes were undertaken.

The first, for the systematic literature review, made use of Scottish Intercollegiate Guideline 
Network (SIGN) criteria for assessment of studies based on type of study design. 

An adapted Grading of Recommendations Assessment, Development and Evaluation (GRADE) 
process was then used to assign strength of recommendation. This involved consideration of 
the assigned level of evidence in the context of the GDG’s expert opinion and findings from the 
Irish PEWS pilot to determine applicability to clinical practice. The adapted GRADE process was 
further followed to assign recommendation strength; the GDG considered and rated the quality 
of evidence of supporting material together with an assessment of the balance of benefits 
and harms, values, preferences and resource (cost) implications for each recommendation. 
The PEWS GDG classified the overall strength of each recommendation as either strong or 
conditional.
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In the following section, each of the 18 recommendations is described.
•	 A strong recommendation reflects the GDG’s consensus that, based on the available 

evidence, the expected benefits outweigh any potential harms, the values and preferences 
of patients and professionals are represented, and cost implications are highlighted. 

•	 A conditional (weak) recommendation reflects the GDG’s consensus that although the 
evidence base is limited in some aspects, the GDG remains confident of the likelihood of 
benefits outweighing harms.

Good practice points are included that denote recommended best practice based on the 
clinical expertise of the GDG. In addition, the GDG offers practical guidance where it is felt 
that this may aid implementation. Implementation of recommendations 1-11 is supported 
through the standardised education programme. Section 2.5 details specific implementation 
guidance for PEWS as a complex healthcare intervention providing clear recommendations for 
governance, aids to implementation using quality improvement methodology and additional 
patient safety practices, education standards and systems for monitoring and audit of PEWS. 

All recommendations are of equal importance and should be implemented without preference 
or bias.

The recommendations are presented under the following themes:

1. Measurement and documentation of observations
2. Escalation of care and clinical communication
3. Paediatric sepsis
4. Governance
5. Supporting practices
6. Education
7. Audit

Responsibility for Implementation of Recommendations
The CEO/General Manager, Clinical Director and Director of Nursing of each hospital (and/or hospital 
group) are accountable for the operation of the Paediatric Early Warning System.

While the Senior Management Team of each hospital has corporate responsibility for the implementation 
of the recommendations within this National Clinical Guideline, each member of the multidisciplinary 
team is responsible for the implementation of individual guideline recommendations relevant to their 
role.

National Clinical Guideline recommendations2
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2.1 Summary of recommendations

Section Recommendations Recommendation 
Number

Measurement 
and 
documentation 
of observations 

•	 The Paediatric Early Warning System (PEWS) should be used 
in any inpatient setting where children are admitted and 
observations are routinely required.

•	 PEWS should complement care, not replace clinical 
judgement.

•	 The core physiological PEWS parameters must be completed 
and recorded for every set of observations.

•	 Observations and monitoring of vital signs should be 
undertaken in line with recognised, evidence-based standards.

•	 Nurse or family concern is a core parameter and an important 
indicator of the level of illness of a child, which may prompt a 
greater level of escalation and response than that indicated by 
the PEWS score alone.

1-5

Escalation 
of care and 
clinical 
communication

•	 The PEWS escalation guide should be followed in the event of 
any PEWS trigger.

•	 The ISBAR communication tool should be used when 
communicating clinical information. Where a situation is 
deemed to be critical, this must be clearly stated at the outset 
of the conversation.

•	 Management plans following clinical review must be in place 
and clearly documented as part of the PEWS response.

•	 A parameter amendment should only be decided by a doctor 
at registrar grade or above, for a child with a pre-existing 
condition that affects their baseline physiological status.

•	 If an unwell but stable child has an elevated PEWS score, a 
decision to conditionally suspend escalation may be made by 
a doctor at registrar grade or above.

6-10

Paediatric 
sepsis

•	 Once a diagnosis of sepsis has been made; it is recommended 
that the Paediatric Sepsis 6 is undertaken within one hour.

11

Governance •	 A formal governance structure, such as a PEWS group or 
committee should oversee and support the local resourcing, 
implementation, operation, monitoring and assurance of the 
Paediatric Early Warning System.

•	 The PEWS governance committee should identify a named 
individual(s) to coordinate local PEWS implementation.

12-13

Supporting 
practices

•	 Hospitals should support additional safety practices that 
enhance the Paediatric Early Warning System and lead 
to greater situation awareness among clinicians and 
multidisciplinary teams.

•	 The Paediatric Early Warning System should be supported 
through the application of quality improvement methods, such 
as engagement strategies, testing, and measurement to ensure 
successful implementation, sustainability and future progress.

14-15

Education •	 The PEWS governance committee in each hospital must ensure 
that PEWS education is provided to all clinicians.

•	 Clinicians working with paediatric patients should maintain 
knowledge and skills in paediatric life support in line with 
mandatory or certification standards.

16-17

Audit •	 Audit should be used to aid implementation and to regularly 
quality assure the Paediatric Early Warning System.

18
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2.2 Measurement and documentation of observations 

Clinical question 1
Should PEWS be used for all children in paediatric inpatient settings for the early identification of, 
and response to, clinical deterioration?

Recommendation 1
The Paediatric Early Warning System (PEWS) should be used in any inpatient setting where children are 
admitted and observations are routinely required. 

Quality of evidence: Moderate Strength of Recommendation: Strong

Good practice point
PEWS is not intended for use in adults, pregnant women, paediatric intensive care units (PICU), theatre 
and neonatal units (post-natal, special care baby units, (SCBU), neonatal intensive care units, (NICU)). 

It is not intended as a paediatric triage tool in emergency settings. 

The last set of observations for each of these areas should be documented on the PEWS charts prior to 
transfer to the inpatient ward. 

The national paediatric observation charts replace existing observation charts in paediatric inpatient 
settings.

Children presenting in areas outside of the paediatric intensive care units should be placed on the 
PEWS pathway, irrespective of whether they are in an adult ICU or in a paediatric hospital ward with 
enhanced patient monitoring. 

Practical guidance for implementation 
There are five age-specific paediatric observation charts with defined age ranges (see Appendix 2 for 
sample chart and reference tables for each age group parameter ranges):

0-3 months From presentation to paediatric unit until the last day of the third month post-birth. 
Note: Use corrected age for premature babies up to 3 months

4-11 months From the 1st day of the fourth month post-birth until the day before the first birthday.

1-4 years From the child’s first birthday until the day before the 5th birthday.

5-11 years From the child’s 5th birthday until the day before the 12th birthday.

12+ years From the child’s 12th birthday onwards.

Additions to reflect local context may be made, e.g. local phone number details, hospital/hospital 
group logo, white area on the back page for pain/neurological observational tools, to the national 
standard age-specific paediatric observation chart templates, but no amendments may be made to 
the core elements. 
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Clinical question 2
If a child has a PEWS score that does not trigger escalation, but a clinician is concerned about 
the child’s clinical status, does PEWS replace clinical judgement?

Recommendation 2
PEWS should complement care, not replace clinical judgement.

Any concern about an individual child warrants escalation, irrespective of PEWS score. The level of 
escalation should be reflective of the degree of clinical concern. 

Quality of evidence: High Strength of Recommendation: Strong

Clinical question 3
What physiological parameters should be included in assessment to generate a valid PEWS 
score? How and when should these observations be performed?

Core scoring 
physiological parameters

Additional scoring  
physiological parameters

Additional non-scoring elements

•	 Respiratory rate
•	 Respiratory effort
•	 Oxygen therapy
•	 Heart rate
•	 Level of consciousness

•	 Oxygen saturation
•	 Systolic blood pressure
•	 Central capillary refill time

•	 Mode of oxygen delivery
•	 Pressure of oxygen/air delivery
•	 Skin colour
•	 Temperature

Recommendation 3
The core physiological PEWS parameters must be completed and recorded for every set of observations*.

These are: Respiratory Rate, Respiratory Effort, Oxygen Delivery, Heart Rate and Level of Consciousness 
(AVPU*: alert/voice/pain/unresponsive).

Quality of Evidence: Moderate Strength of Recommendation: Strong 

Good practice point
To obtain the total PEWS score:
1. Complete and record the core physiological parameter observations*
2. Score individual observations according to the colour coded criteria on the age-specific paediatric 

observation chart
3. Calculate the total PEWS score by adding the scores for each core parameter together
4. Additional parameter observations should be completed and recorded as clinically appropriate

* Where a child is sleeping, with normal sleep pattern and no concern about neurological status, it may 
not be necessary to wake them to check AVPU (Alert, Voice, Pain, Unresponsive).

Recommendation 4
Observations and monitoring of vital signs should be undertaken in line with recognised, evidence-based 
standards.

Quality of Evidence: High Strength of Recommendation: Strong
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Good practice point
The recommended standards for measurement of vital signs and observations are the UK Royal College 
of Nursing Standards for Assessing, Measuring and Monitoring Vital Signs in Infants, Children and Young 
People (2013, due for update November 2015). 

The baseline frequency of observations will depend on the child’s individual clinical circumstances. For 
all paediatric inpatients, it is recommended that observations are carried out at least once per shift (or 
once every 12 hours ), regardless of reason for admission.

The escalation guideline details the minimum observation frequency for any child triggering PEWS. 

It is essential to note any individual outlying parameters, observe trends over current and previous shifts, 
and be aware that a child showing no signs of improvement may quickly lose the ability to compensate.

Clinical question 4
Should nurse/family concern be included as a core parameter in the PEWS scoring tool for the 
identification of clinical deterioration of children in inpatient settings?

Recommendation 5
Nurse or family concern is a core parameter and an important indicator of the level of illness of a child, 
which may prompt a greater level of escalation and response than that indicated by the PEWS score 
alone.

Quality of Evidence: Moderate Strength of Recommendation: Strong

Good practice point
The PEWS score should never undermine the intuition of the child’s family or nurse.

Open communication and active engagement in the care partnership with the child and family from 
admission will facilitate participation in PEWS, and enable and encourage expression of clinical concern. 

Communication between all multidisciplinary team members is essential for the effective interpretation 
of clinical concern.

Clinicians should use their clinical judgement when determining the level of response required to the 
concern expressed, and act accordingly.

Practical guidance for implementation 
Parent/family concern may not be explicit. Clinicians are encouraged to engage with the child and 
their family regarding PEWS with the aim of enhancing the value of the concern parameter. Open 
ended questioning techniques may elicit responses from the parent/family member that indicate the 
presence and degree of concern for their child. Examples include: How do you feel your child is doing 
today? or How does your child look to you today? 
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2.3 Escalation of care and clinical communication 

Clinical question 5
In paediatric inpatient settings, when the PEWS is triggered, what is the appropriate response to 
ensure timely intervention for a child with suspected clinical deterioration?

Recommendation 6
The PEWS escalation guide should be followed in the event of any PEWS trigger.

Quality of Evidence: High Strength of Recommendation: Strong

Good practice point
If, at any time, there is clinical concern, a higher level of alert and response may be activated regardless 
of the PEWS score.

Practical guidance for implementation
An urgent response pathway should be agreed under the guidance of the local PEWS governance 
committee, taking into account suitability and availability of local resources. Team members should 
be appropriately trained and maintain their competency in the management of an acutely ill child. 
Guidance on quality standards, team membership and competencies may be found via the following 
online resources: 
1. https://www.resus.org.uk/quality-standards/acute-care-quality-standards-for-cpr/#prevention 
2. https://www.rcplondon.ac.uk/sites/default/files/documents/national-early-warning-score-

standardising-assessment-acute-illness-severity-nhs.pdf
3. NHS England ReACT (Response to ailing children tool) 
 http://www.england.nhs.uk/ourwork/patientsafety/re-act/

Recommendation 7
The ISBAR communication tool (Identify, Situation, Background, Assessment and Recommendation) 
should be used when communicating clinical information. Where a situation is deemed to be critical, 
this must be clearly stated at the outset of the conversation.

Quality of Evidence: High Strength of Recommendation: Strong

Recommendation 8
Management plans following clinical review must be in place and clearly documented as part of the 
PEWS response.

Quality of Evidence: High Strength of Recommendation: Strong

Good practice point
Clinicians are referred to the HSE Standards and Recommended Practices for Healthcare Records 
Management (2011) available at: http://www.hse.ie/eng/about/Who/qualityandpatientsafety/
resourcesintelligence/Quality_and_Patient_Safety_Documents/v3.pdf 

Practical guidance for implementation
Management plans should include actions for all members of the team, and timeframes in which 
interventions must occur. Medical staff must always document their impression, which is the provisional 
diagnosis. When this is done, each member has a clear idea of their roles and responsibilities. A 
management plan may include directions as to the required frequency of observation until certain 
measurable improvements are achieved, or criteria for escalation of care to occur. It may also give 
guidance as to when to be concerned in relation to the management of a deteriorating patient, 
changes in patient drug therapy or interventions, and planned further investigations.
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Clinical question 6
What are the appropriate amendments (variances) that can be made to a child’s PEWS 
parameters or escalation response?

Recommendation 9
A parameter amendment should only be decided by a doctor at registrar grade or above, for a child 
with a pre-existing condition that affects their baseline physiological status.

Quality of Evidence: Low Strength of Recommendation: Conditional

Recommendation 10
If an unwell but stable child has an elevated PEWS score, a decision to conditionally suspend escalation 
may be made by a doctor at registrar grade or above.

Temporary adjustment of escalation guidelines should be overridden at any time where there is clinical 
concern.

Quality of Evidence: Low Strength of Recommendation: Conditional

Good practice point
•	 Parameter amendments should only be used for chronic and not acute conditions. 
•	 Medical suspensions should be reviewed as appropriate to the child’s condition. The maximum 

interval for review should be 24 hours.
•	 Any decision regarding a parameter amendment or escalation suspension must be made in 

consultation with the child and family as appropriate. 
•	 All variances, including clinical rationale and planned review, must be clearly documented in the 

child’s healthcare record. 

A Parameter Amendment is applicable to children with a condition that permanently, or for a fixed 
period, alters their physiological status so that their baseline observations are significantly different from 
the expected baseline for age. A parameter amendment should only be used for chronic and not for 
acute conditions.

Key Points:
•	 Amendments to acceptable parameters should only be made by a doctor at registrar level or above. 
•	 Parameter amendment is only to be used for children with pre-existing conditions affecting their 

baseline physiological parameters
•	 It is not to be used for children whose current illness is causing the transgression from their baseline 

expected ranges
•	 Transgression outside the amended range should score 3, and receive the appropriate clinical 

response.

A Medical Escalation Suspension is intended for children who are currently unwell, who have observations 
that deviate from expected normal limits, and who are triggering PEWS. Some of these children may be 
stable, and their increased score will reflect their observed illness as expected. Following assessment they 
are considered unlikely to deteriorate if they remain stable in this new range. An example of this may 
be an infant with bronchiolitis with an increased respiratory rate, increased respiratory effort, an oxygen 
requirement, and some parental/nursing concerns: this child may have a PEWS score of 4-5 that prompts 
escalation to a medical review on each occasion; however this child is stable and is not expected 
to deteriorate further. In this case, the medical prompt for those observations may be conditionally 
suspended. Medical escalation suspension must recognise stability in parameters that are triggering but 
continue to monitor for triggering in other parameters. It is important to be aware that deterioration is 
always possible. If the total PEWS score is increasing, if there are changes in any parameters other than 
improvement, or if there are new concerns, then further urgent senior medical assessment is needed.

Key Points:
•	 Suspension of medical escalation guidelines should only be decided by a doctor at registrar grade 

or above
•	 Child is recognised as being ‘sick but stable’
•	 Escalation to senior nurse/nurse in charge always applies 
•	 Must be frequently reviewed, and may be cancelled at any time if the child’s condition becomes 

concerning 
•	 Suspension usually applicable for a maximum 24 hour period.
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2.4  Paediatric sepsis

Clinical question 7
In children with suspected sepsis, what additional investigations should be performed?

Recommendation 11
Once a diagnosis of sepsis has been made, it is recommended that the Paediatric Sepsis 6 is undertaken 
within one hour. Sepsis is diagnosed by the presence of SIRS criteria due to suspected or proven infection.

Quality of Evidence: High Strength of Recommendation: Strong

Good practice point
The timely recognition of sepsis is a challenge for all paediatric staff. Clinical history and physical 
examination may reveal features in keeping with infection or some of the diagnostic criteria of SIRS.

•	 Recognition of a child at risk:
 In a child with suspected or proven infection AND with at least 2 of the following SIRS criteria: 

- Core temperature <36⁰C or >38.5⁰C 
- Inappropriate tachypnoea 
- Inappropriate tachycardia 
- Reduced peripheral perfusion/prolonged capillary refill time
- Altered mental state (including: sleepiness/irritability/lethargy/floppiness) 

•	 There should be a lower threshold of suspicion for age <3 months, chronic disease, recent surgery or 
immunocompromise.

•	 Not every child with suspected or proven infection has sepsis, however rapid initiation of simple timely 
treatment following recognition of sepsis is key to improved outcomes.

Practical guidance for implementation
Temperature is an additional, non-scoring parameter in the Irish PEWS. The paediatric observation charts 
contain a graph for temperature, and some clinical prompts for consideration of paediatric sepsis. These 
are not substitutions for clinical education and training in the management of a child with known or 
suspected infection/sepsis.

The Paediatric Sepsis 6 is an operational tool to help deliver the initial steps of sepsis treatment in a simple 
and timely fashion: 

Get 3:  1. IV or IO access*
 2. Measure urine output
 3. Early SENIOR input

*IV: intravenous, IO: Intraosseous

Give 3:  4. High flow oxygen
 5. IV or IO fluids and consider early inotropic support
 6. IV or IO broad spectrum antibiotics

This represents the minimum intervention. Other blood tests, cultures or investigations may be required 
depending on the clinical scenario. Blood tests must be sent marked urgent and must be reviewed and 
acted upon in a timely fashion. This also applies to any investigations ordered.

2.5 Implementation of the Paediatric Early Warning System

The task of implementing the Paediatric Early Warning System is as important and challenging 
as operating the system itself. Implementation requires foundational supports including 
governance, leadership, patient and staff engagement, education and capability in 
improvement methodology. These supports generate the planning, motivation and culture 
change necessary to embed new and complex practices. 
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2.5.1 Governance of the Paediatric Early Warning System

Recommendation 12
The Chief Executive Officer/General Manager, Clinical Director and Director of Nursing of each hospital 
or hospital group are accountable for the operation of the Paediatric Early Warning System (PEWS).

A formal governance structure, such as a PEWS group or committee, should oversee and support the 
local resourcing, implementation, operation, monitoring and assurance of the Paediatric Early Warning 
System.

Quality of Evidence: High Strength of Recommendation: Strong

Practical guidance for implementation
For co-located units, the governance for PEWS implementation may be incorporated into existing early 
warning score governance structures, and should: 
•	 Include service users, clinicians, managers 
•	 Have appropriate responsibilities delegated, and be accountable for its decisions and actions
•	 Monitor the effectiveness of interventions and education
•	 Have a role in reviewing performance data and audits
•	 Provide advice about the allocation of resources.

Recommendation 13
The PEWS governance committee should identify a named individual(s) to coordinate local PEWS 
implementation.

Quality of Evidence: Moderate Strength of Recommendation: Strong

Practical guidance for implementation
•	 PEWS nursing and medical implementation leads for each site should be identified.
•	 The local PEWS coordinator may not be a new role, but should include protected time for PEWS 

implementation and audit. 
•	 The selection of trainers is important as successful implementation is reflective of the quality 

of education provided.
•	 PEWS champions should be named at ward level to facilitate ad hoc questions/queries from 

colleagues or parents, and continue to promote compliance with completion of the observation 
charts, PEWS scoring and escalation. 

2.5.2  Enhancement of the Paediatric Early Warning System and aids to implementation

Recommendation 14
Hospitals should support additional safety practices that enhance the Paediatric Early Warning 
System and lead to greater situation awareness among clinicians and multidisciplinary teams, such as 
incorporating briefings, safety pause and huddles into practice and implementation of:

- National Clinical Guideline No. 11; Communication (Clinical Handover) in Acute and Children’s 
Hospital Services 

- National Clinical Guideline No. 6; Sepsis Management.

Quality of Evidence: Moderate Strength of Recommendation: Strong
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Recommendation 15
The Paediatric Early Warning System should be supported through the application of quality 
improvement methods, such as engagement strategies, testing and measurement to ensure successful  
implementation, sustainability and future progress.

Quality of Evidence: Moderate Strength of Recommendation: Strong

Good practice point
•	 Shared learning and a need for quality improvement capability will be required by all early warning 

system and safety intervention teams.
•	 Collaboratives between hospitals should be considered, such as the SAFE programme run by the Royal 

College of Paediatrics and Child Health (RCPCH) in the UK, which aims to decrease deterioration of 
children by using interventions such as the huddle developed at Cincinnati Children’s Hospital and 
other safety supports. Early results demonstrate that the system of care to decrease deterioration is 
essential. A paediatric early warning score is a component of the changes required. See http://www.
rcpch.ac.uk/safe for more information.

2.5.3 Education for the Paediatric Early Warning System

Recommendation 16
The PEWS governance committee in each hospital must ensure that PEWS education is provided to all 
clinicians. 

Quality of Evidence: Moderate Strength of Recommendation: Strong

Good practice point
‘Refresher’ education on PEWS is recommended every 2 years, in addition to informal ward-based 
or team-based reinforcement of learning. This update programme is currently in development and is 
anticipated to be two hours in duration. 

Practical guidance for implementation
See Appendix 3.5 in full version of guideline - PEWS Implementation Guide for Hospitals which contains 
information on the Irish PEWS education programme.

Recommendation 17
Clinicians working with paediatric patients should maintain knowledge and skills in paediatric life support 
in line with mandatory or certification standards.

Quality of Evidence: Moderate Strength of Recommendation: Strong

Good practice point
•	 Hospitals and PEWS governance committees should ensure that all frontline clinicians involved in 

the acute assessment of children and young people have access to educational resources and 
complete relevant professional development so that they are confident and competent to recognise 
a sick child. 

•	 Resources such as Spotting the Sick Child (https://www.spottingthesickchild.com/), which has been 
endorsed by the UK National Patient Safety Agency (2009), or the following other accredited teaching 
aids may be used to provide or augment this minimum standard of teaching in hospitals:

 https://www.resus.org.uk/resuscitation-guidelines/a-systematic-approach-to-the-acutely-ill-patient-
abcde/

 NHS ReACT (Response to ailing children tool) http://www.england.nhs.uk/ourwork/patientsafety/re-
act/ 
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Practical guidance for implementation
All clinicians should be able to:
•	 Systematically assess a child
•	 Understand and interpret abnormal physiological parameters and other abnormal observations 
•	 Understand and follow the PEWS guideline for escalation of care 
•	 Initiate appropriate early interventions for patients who are deteriorating
•	 Respond with life-sustaining measures in the event of severe or rapid deterioration pending the arrival 

of emergency assistance 
•	 Communicate information about clinical deterioration in a structured and effective way to the 

primary medical practitioner or team, to clinicians providing emergency assistance and to patients, 
families and carers 

•	 Undertake tasks required to properly care for patients who are deteriorating such as developing 
a clinical management plan, writing plans and actions in the healthcare record and organising 
appropriate follow up.

The PEWS education programme is designed to complement existing paediatric life support courses. 
All clinicians should attend mandatory training in Cardiopulmonary Resuscitation (CPR)/Basic Life 
Support (BLS) and the systematic approach to paediatric assessment in addition to completion of PEWS 
education.

2.5.4 Audit and assurance of the Paediatric Early Warning System

Recommendation 18
Audit should be used to aid implementation and to regularly quality assure the Paediatric Early Warning 
System. 

Quality of Evidence: High Strength of Recommendation: Strong

Good practice point
Data regarding clinical outcomes for children should be collated nationally. Until a structure for national 
data collection and reporting exists, hospitals should use local data to inform improvement practices.

Practical guidance for implementation
•	 Audit must be undertaken to aid PEWS implementation in each clinical area
•	 Audit should be undertaken, at a minimum, at two, six and twelve weeks following introduction of 

PEWS to identify progress and areas for improvement
•	 A process of on-going audit is vital to ensure embedding of the process and continued quality 

assurance. The minimum recommended frequency for on-going audit is quarterly. This should be 
supported and resourced by the local PEWS governance structures and hospital management

•	 National audit tools (see Appendix 3.6 in full version of guideline) should be used to assess:
- Compliance with chart completion, recognition, referral and response processes and
 documentation
- Use of variances, associated documentation, and clinical outcomes

•	 Hospitals should engage in data collection regarding outcomes for paediatric patients including a 
minimum data set of:
- Frequency of emergency calls 
- Frequency of Urgent PEWS calls, PEWS score and trigger parameters
- Unplanned admissions to, and length of stay in, HDU, adult ICU, PICU. 
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Further details relating to the development of this guideline are detailed in the full version 
National Clinical Guideline No.12 PEWS.

3.1  Aim of National Clinical Guideline

The purpose of this National Clinical Guideline is to improve prevention and recognition of, and 
response to, children at risk of clinical deterioration in paediatric inpatient settings through the 
implementation of a standardised paediatric early warning system.

3.2  Methodology and literature review

A systematic review of clinical and economic literature to support the development of this 
National Clinical Guideline was commissioned by the Department of Health and undertaken 
by the School of Nursing and Human Sciences, Dublin City University (DCU); available at:  http://
health.gov.ie/wp-content/uploads/2015/02/PEWS-Sytematic-Literature-Review-Oct-2014.pdf. 
An adapted GRADE process was used to formulate the guideline recommendations.  

3.3  Financial implications of the Paediatric Early Warning System

Many recommendations in this guideline represent existing practice and are therefore cost 
neutral. It is acknowledged that the required level of governance, implementation oversight, 
on-going audit and staff education may result in additional costs. Therefore, should resourcing 
require additional staff hours, there may be a budget impact for some paediatric units. However, 
such costs may be minimised or eliminated with judicious rostering or utilisation of appropriate 
existing quality, risk, patient safety or audit roles. 

3.4  External review

The draft of this National Clinical Guideline was circulated for review to the RCPI Paediatric 
Clinical Advisory Group, the Office of the Nursing and Midwifery Services Director (ONMSD) 
in the HSE, and other national stakeholders.  In addition, the draft National Clinical Guideline 
was externally peer reviewed by Dr. Peter Lachman, Assistant Medical Director, Great Ormond 
Street Hospital and Dr. Damian Roland, Consultant and Honorary Senior Lecturer in Paediatric 
Emergency Medicine, University of Leicester. 

3.5  Procedure for update of National Clinical Guideline

The Guideline Development Group has agreed that this National Clinical Guideline will be 
reviewed on a 3-yearly basis and updated as appropriate. Therefore, this National Clinical 
Guideline will be reviewed again in 2018.

3.6  Implementation of National Clinical Guideline

The HSE, hospital groups and individual healthcare institutions are responsible for the 
implementation of the Irish Paediatric Early Warning System using this guideline as a framework. 
It is recommended that local medical and nursing leads are identified at each site, who will 
then establish a project group to oversee implementation and evaluation. There should 
be designated local PEWS coordinators, with appropriate protected time, to oversee and 
coordinate implementation, audit and evaluation.

National Clinical Guideline development process3
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Barriers to implementation should be identified and addressed locally by the PEWS governance 
team/committee/group as part of organisational quality improvement.

3.7 Roles and responsibilities

This National Clinical Guideline should be reviewed by each hospital’s senior management 
team, in conjunction with the relevant local implementation leads and project groups, to 
appropriately plan implementation of the recommendations. This will ensure that the inpatient 
care of children admitted to their facility is optimised, irrespective of age, location or reason for 
admission.

3.8 Audit criteria

Regular audit of implementation, and also the impact of this National Clinical Guideline, 
observed through outcome and process measures, is recommended to support continuous 
quality improvement. The audit process should be coordinated in each paediatric unit under 
the local PEWS governance committee, and should be undertaken from a multidisciplinary 
perspective where appropriate.

Process audit 
Data that should be gathered include compliance with correct completion of the charts and 
documented evidence of response to triggers. In particular, it is essential to audit the clinical path 
of children whose observations are placed under a variance order (parameter amendment or 
escalation suspension) to ensure these orders are being used appropriately.

Outcomes audit 
Measurement of outcomes is of particular importance in demonstrating the effectiveness 
or otherwise of the intervention for patients. It is recommended that the following outcome 
measures are monitored: 

•  Number of recorded urgent PEWS calls (≥7)/MET/emergency team activations 
•  PEWS total score and trigger parameters 
•  Unplanned admissions to PICU/adult ICU, including readmissions 
•  Length of stay in PICU/adult ICU 
•  Incidence and outcomes from in-hospital paediatric cardiac arrest, using a standardised 

minimum data set such as the UK and Ireland National Cardiac Arrest Audit (NCAA) (2014).



19| A National Clinical Guideline – Summary | The Irish Paediatric Early Warning System (PEWS) 

Appendix 1: Guideline Development Group

Terms of Reference 
The main objective of the PEWS Guideline Development Group was to utilise available evidence 
with the knowledge, experience and expertise of clinicians and parent representatives in the 
development of more responsive, effective and efficient services for children. The Guideline 
Development Group provided a forum for communication and expert clinical advice to inform 
the development of a National Clinical Guideline on PEWS.

Membership of the Guideline Development Group 
Membership nominations were sought from a variety of clinical and non-clinical backgrounds so 
as to be representative of all key stakeholders within the acute paediatric hospital sector. GDG 
members included those involved in clinical practice, education, administration, and research 
methodology, as well as representation from pilot sites and parents. In addition, when required, 
a process of consultation was employed with subject matter experts. No conflicts of interest 
were declared by GDG members.

Dr. John Fitzsimons* Chair, PEWS Steering Group
Clinical Director for Quality Improvement, Quality Improvement Division, HSE
Consultant Paediatrician, Our Lady of Lourdes Hospital, Drogheda

Ms. Rachel MacDonell* National PEWS Coordinator, HSE 

Ms. Claire Browne* Programme Manager, 
National Clinical Programme for Paediatrics and Neonatology, HSE

Ms. Mary Gorman* Resuscitation Officer, 
Our Lady’s Children’s Hospital, Crumlin

Prof. Alf Nicholson* Clinical Lead, 
National Clinical Programme for Paediatrics and Neonatology, HSE
Consultant Paediatrician

Dr. Ciara Martin* Consultant in Paediatric Emergency Medicine,
Tallaght Hospital

Dr. Dermot Doherty* Paediatric Intensivist,
Children’s University Hospital Temple Street

Dr. Ethel Ryan* Consultant Paediatrician,
University Hospital Galway

Ms. Carmel O’Donnell* Centre for Children’s Nurse Education, 
Our Lady’s Children’s Hospital, Crumlin

Ms. Marina O’Connor* CNM3 Nurse Practice Development Unit, 
Our Lady of Lourdes Hospital, Drogheda

Ms. Grainne Bauer* Director of Nursing, 
Temple Street Children’s University Hospital

Ms. Celine Conroy National Early Warning Score Lead

Ms. Olive O’Connor Parent representative

Ms. Karen Egan Parent representative

Dr. Veronica Lambert Senior Lecturer in Children’s Nursing, 
Dublin City University

Ms. Siobhan Horkan Assistant Director of Nursing Women and Children’s Services,
Portiuncula Hospital, Ballinasloe, 
Pilot site representative

* These members of the GDG are also members of the National PEWS Steering Group. The National 
PEWS Steering Group is responsible for the development of the Irish Paediatric Early Warning System, and 
oversees implementation activities nationally. 
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Appendix 2: Sample paediatric observation chart and parameter 
ranges by age category
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0-3 months:
Score 3 2 1 0 1 2 3

Respiratory Rate (bpm) ≤15 16-19 20-29 30-59 60-69 70-79 ≥80

Respiratory Effort 
Mild/

moderate
Severe

O2 therapy (L) ≤2L >2L

SpO2 (%) ≤85 86-89 90-93 ≥94

Heart Rate (bpm) <80 80-89 90-109 110-149 150-179 180-189 ≥190

Systolic BP (mm Hg) <45 45-49 50-59 60-79 80-99 100-109 ≥110

CRT >2 sec ≤2 sec

AVPU Alert Voice 
Pain / 

Unresponsive

4-11 months:
Score 3 2 1 0 1 2 3

Respiratory Rate (bpm) ≤15 16-29 30-49 50-59 60-69 ≥70

Respiratory Effort 
Mild / 

Moderate
Severe

O2 therapy (L) ≤2L >2L

SpO2 (%) ≤85 86-89 90-93 ≥94

Heart Rate (bpm) <70 70-99 100-149 150-169 170-179 ≥180

Systolic BP (mm Hg) <60 60-69 70-79 80-99 100-109 110-119 ≥120

CRT >2 sec ≤2 sec

AVPU Alert Voice
Pain / 

Unresponsive

1-4 years: 
Score 3 2 1 0 1 2 3

Respiratory Rate (bpm) ≤15 15-19 20-39 40-49 50-59 ≥60

Respiratory Effort 
Mild / 

moderate
Severe

O2 therapy (L) ≤2 L >2 L

SpO2 (%) ≤85 86-89 90-93 ≥94

Heart Rate (bpm) <60 60-79 80-129 130-149 150-169 ≥170

Systolic BP (mm Hg) <70 70-79 80-89 90-109 110-119 120-129 ≥130

CRT >2 sec ≤2 sec

AVPU Alert Voice
Pain / 

Unresponsive
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5-11 years:
Score 3 2 1 0 1 2 3

Respiratory Rate (bpm) ≤10 11-15 16-29 30-39 40-49 ≥50

Respiratory Effort 
Mild / 

moderate
Severe

O2 therapy (L) ≤2 L >2 L

SpO2 (%) ≤85 86-89 90-93 ≥94

Heart Rate (bpm) <50 50-69 70-109 110-129 130-149 ≥150

Systolic BP (mm Hg) <80 80-89 90-119 120-129 130-139 ≥140

CRT >2 sec ≤2 sec

AVPU Alert Voice
Pain / 

Unresponsive

12+ years:
Score 3 2 1 0 1 2 3

Respiratory Rate (bpm) <10 10-14 15-19 20-24 25-29 ≥30

Respiratory Effort 
Mild / 

moderate
Severe

O2 therapy (L) ≤2 L >2 L

SpO2 (%) ≤85 86-89 90-93 ≥94

Heart Rate (bpm) <40 40-59 60-99 100-119 120-139 ≥140

Systolic BP (mm Hg) <90 90-109 110-119 120-129 130-149 ≥150

CRT >2 sec ≤2 sec

AVPU Alert Voice
Pain / 

Unresponsive
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Appendix 3: Glossary of terms and abbreviations

Child Refers to neonate, infant, child and adolescent under 18 years of age unless otherwise 
stated.

Clinician A health professional, such as a doctor or nurse involved in clinical practice.

Early Warning Score A bedside score and ‘track and trigger’ system that is calculated by clinical 
staff from the observations taken, to indicate early signs of deterioration of a patient’s condition.

Family A set of close personal relationships that link people together, involving different 
generations, often including (but not limited to) parents and their children. These relationships 
are created socially and biologically, and may or may not have a formal legal status.

Infant A child, from birth to one year of age.

Neonate A newborn infant, specifically in the first 4 weeks after birth.

Nurse in charge A nurse assigned to manage operations within a specific clinical area for the 
duration of the shift.

Track and Trigger A ‘track and trigger’ tool refers to an observation chart that is used to record 
vital signs or observations so that trends can be ‘tracked’ visually and which incorporates 
a threshold (a ‘trigger’ zone) beyond which a standard set of actions is required by health 
professionals if a patient’s observations breach this threshold.

Abbreviations

Abbreviation Meaning

AVPU Alert, Voice, Pain, Unresponsive

CEMACH Confidential Enquiry into Maternal and Child Health

CEO Chief Executive Officer

DCU Dublin City University

GDG Guideline Development Group

GRADE Grading of Recommendations Assessment, Development and Evaluation

HIQA Health Information and Quality Authority

HSE Health Service Executive

ICTS Irish Children’s Triage System

ICU Intensive Care Unit

IMEWS Irish Maternity Early Warning System

ISBAR Identify, Situation, Background, Assessment, and Recommendation

MDT Multidisciplinary Team

NCAA National Cardiac Arrest Audit

NCEC National Clinical Effectiveness Committee

NCEPOD National Confidential Enquiry into Patient Outcomes and Deaths

NEWS National Early Warning Score (Adults)

NICU Neonatal Intensive Care Unit

ONMSD Office of the Nursing and Midwifery Services Director
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