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PEWS: Supporting the spread and adoption of the acute Paediatric Early Warning Score (PEWS) 

tool and a system-wide paediatric observations tracker for children across all appropriate care 

settings in England by March 2024. 

 

Headline: The Power of Networks - South East PSCs work together with ODN to support the 

implementation of a new system to identify and escalate deteriorating children.  

 

Where case study is located:  South East: Wessex, Kent Surrey and Sussex and HIN London. 

 

Overview: A small number of deteriorating children experience sub optimal outcomes because of a failure 

to recognise and respond to acute deterioration early enough. NHSEI working with RCPCH and RCN 

standardised charts and escalation across the NHS systems. Sites across the SE were early adopters with 

3 teams supported by the PSCs undertaking the initial usability testing in Poole, Brighton and the Isle of 

Wight. 

The SE approach to support this has been welcomed by paediatric colleagues who have benefitted and 

valued from working collaboratively and sharing the learning. It is early days yet in the formal evaluation of 

this new system, but staff report that the new charts are more sensitive when identifying a sick child and 

staff feel more confident in escalating this.  

 

What happened previously  

Nationally there was a lack of a validated system to recognise and respond to acutely unwell children in 

England, which presented a risk to patent safety. Detail about the case for change can be found here. 

 

The English PEWS board came together in 2018 with representation from NHSEI/ RCPCH and the RCN to 

develop a new system. Consensus was gained to create new charts and guidance and expressions of 

interest were sought from paediatric in-patient services in England to test.  

The Thames Valley & Wessex Paediatric and TYA ODN and South Thames ODN came together to work 

with the PSCs to support the SE Sites that were part of the pilot. 

• University Hospital Southampton NHS Foundation Trust 
• Isle of Wight NHS Trust 
• University Hospitals Dorset NHS Foundation Trust  
• Salisbury NHS Foundation Trust 
• St Georges NHS Foundation Trust 
• Lewisham and Greenwich NHS Trust 
• Medway Foundation Trust 
• Royal Sussex Hospitals (BSUH & Western) 

 
What changes were made?  
The SPOT Team developed four PEWS charts to be tested within in-patient hospital settings for the 

following age ranges:  

https://adc.bmj.com/content/archdischild/106/7/648.full.pdf


 

 

 

The charts have been ergonomically designed to be completed using ABCDE assessment, where 

observations can be scored 0, 1, 2 or 4 and are colour-coded on the chart to highlight when an observation 

is outside of ‘normal’ parameters. A set of completed observations will generate a score and trigger an 

escalation if warranted. The escalation pathway has been designed to provide a standardised process for 

all staff to follow, utilising a common language and communication through ISBAR tool. The key aspect of 

the PEWS charts is not the score generated, rather how the score is used to respond and escalate 

concerns, ensuring that acute deterioration is appropriately and consistently identified and treated. 

A further aspect of the charts is embedding parental/carer concerns within the charts. Staff should ask “how 

is your child different since I last saw them?” before completing clinical observations and words that 

suggest further review is needed, irrespective of the PEWS score, will trigger an escalation. In addition the 

chart considers clinical intuition, in circumstances where 

clinicians feel their patient is unwell or ‘just not right’ 

despite a low PEWS score, which can be escalated via 

the escalation pathway.  

Selected pilot sites attended induction events facilitated 

by the SPOT team, which focused on paper-based or 

digital roll out as well as training and education 

resources. Prior to testing the nPEWS prototypes, sites 

were asked to complete an assessment survey to help 

understand current systems and processes in place, 

and also identify areas PEWS could improve. 

Implementation support and shared learning is provided 

by regular collaborative sessions and accessing 

information on the FutureNHS Platform.  

Role of Patient Safety Collaboratives  

o Supported the testing and evaluation of the PEWS with a small cohort of inpatient settings within 

the SE. 

o Supported site survey re current practice and action plans based on these 

o Linked with deterioration patient safety networks and shared learning  

o Worked closely with the ODN to support regular site meetings and connections 

o Site visits and support of audits of new charts 

 

 

 



 

 

Quotes 

“Working collaboratively across the SE has been invaluable in developing a collective knowledge and understanding 

whilst implementing SPOT inpatient PEWS.  Bringing together providers with varying paediatric pathways and 

provision, and a mix of digital and paper use has helped to highlight implementation challenges and benefits.  The 

support and guidance of Heather, alongside other SE Patient Safety Collaborative leads, has maintained momentum 

during a challenging period for all.  Joint oversight has helped hugely with clarifying queries and ensuring key 

messages are effectively communicated to the teams who are implementing or preparing to implement.” 

Rosie Priddy, Lead Educator Thames Valley & Wessex Paediatric and TYA ODNs 

 

“Although at times this project has been challenging for all those involved, it has been a wonderful to work in 

collaboration with so many likeminded, passionate individuals all striving to achieve the same aim.  Our sites have 

continuously work with us and shared their challenges and success, which has given us the opportunity to add insight 

and support, even if this was an early morning teams call before the start of shifts or working day. Somehow a cuppa 

always shone some light on complex situations. The ODN’s assisted with being that “critical friend” and continuously 

engaged with us during the process.  It needs to be acknowledged that starting a national project at this level was 

always going to be a challenge and at times a difficult process for the SPOT team, however, their friendly and 

professional approach made it easy for people to ask questions and safe to say what is and isn’t working.” 

 

“It has been great having a clinician outside of the hospital to discuss the PEWS 

chart, escalation and safety side of implementing a new way of working. The 

support has been valuable throughout the journey. Being a digital site has been 

tough at times as paper does not transfer onto an IT system, each section of 

the chart needed to be broken down into how it would present digitally. The e-

spot digital flow diagram helps to support this process and along with business 

rules which are drafted with the supplier as part of the config process. Training 

and development have opened lots more discussion about certain elements of 

the chart and how in practice can present a challenge, i.e. frequent 

temperature recordings and we have overcome this by sourcing 4 skin 

thermometers which will help support staff especially on the night shift. For 

Brighton the biggest changes have been the parameters and 75% of children 

now scoring which previously did not score on the old PEWS.” 

Sarah Scales, digital lead at Royal Sussex Hospitals (BSUH & Western) 

 

Next steps 

The SPOT collaborative continues to meet on a weekly 

basis to support sites as they begin to test and share the 

learning. ODNs and PSCs will work with sites to support 

further roll out across paediatric services. 

An interactive training video will be developed, alongside 

further guidance. Ongoing evaluation will continue to 

share the learning about the impact of this new system.  


