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ÅCardiac arrest is a rare event 

Å8% to 14%  outside critical care areas 

ÅNegative outcomes (15%-36% survival at discharge) 
 Lopez-Herce 2004, Nadkarni et al., 2006, 2002, Suominen et al., 2000 

 

 

Emphasis 

TREATMENT to PREVENTION 

Why PEWS? 



 

Å957 UK deaths dataset  

Å126 detailed analysis  

Å89 of these in hospital  

Å21% avoidable factors  

Å49% potentially 

avoidable factors  

Evidence of signs of clinical 

deterioration 24 hrs before 

urgent PICU admission 

71% AVOIDABLE OR 

POTENTIALLY AVOIDABLE 



ÅEducation ï simulation 

ÅNursing and family empowerment 

ÅHigh dependency units 

ÅRapid response teams / MET 

ÅTrack and trigger / Early Warning Score 

 

BMJ, 2008:336, p1089  

Interventions 



Rapid Response System 

DeVita et al. (2006). Findings of the first consensus conference on medical emergency teams. Critical 
Care Medicine, 34, 2463ς2478. 

4 components 
Å Afferent  
Å Efferent 
Å Quality improvement 
Å Administration 
 
 



Steps Rapid Response 

DeVita, Hillman, Bellomo (2017) Textbook of Rapid Response Systems. Switzerland: Springer Int Publishing  
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Components 

Failure -> unsafe patient outcome 

1. Triggering criteria 

2. Human & technological monitoring 

3. Mechanism for triggering response 
 



Documentation systems of care to identify 

children at risk to the health care team to 

prevent evolving critical illness in hospital 

 

Identify Č Intervene Č Prevent 

Pediatric Early Warning Systems  



Å 10 studies, 7 instruments 

Å Poor agreement regarding components  

Å Age specific grouping 

Å Thresholds or cut-points for concern 

Å Outcome 

Review 



Å28 articles, mainly cohort and case control studies 

ÅBrighton PEWS: 3 adaptations 

ÅBedsidePEWS: most rigorous testing 

ÅCardiff and ValePEWS: clinically irrelevant, low 

specificity 

ÅBristol PEWS, inadequate testing 

ÅComplexity  

Review 



Brighton PEWS 



Å 4 centre validation of PEWs; 2074 patients 

Å PICU admit median 8 [5-12] 

Å Non PICU median 2 [1-4] 

Å 64% sensitivity, 91% specificity with 1 hr notice 

 

Å Nurse assessment of deterioration was inferior 

to bedside PEWs p<0.0001 

 

Å Missing data still a challenge 



Methods: case control study  

 BedsidePEWS significantly higher in cases than controls,  

 median score= 4 (24 hrs before PICU consult or PICU 

 transfer) to median score= 14 (4 hrs before)  
 

J Pediatr Oncol Nurs. 2016;33(4):249-56. 



What impact did a Paediatric Early Warning system have on emergency admissions 

to the paediatric intensive care unit? An observational cohort study 

 

Impact of PEWS Sefton et al. Intensive Crit Care Nurs. 

2015;31:91-99 





Factors associated with non escalation of 

care in children with elevated 

BedsidePEWS scores 
Orsola Gawronski, PhD student 

Jos M. Latour, Chris Parshuram, Corrado Cecchetti  

 

ÅTo describe factors associated with non-escalation of 

care /non compliance with elevated BedsidePEWS 

scores (qualitative study)  

ÅTo compare factors associated with early versus late 

referrals of critically ill children (quantitative study)  

 



Factors associated with non escalation 

of care: qualitative study 

ÅTo understand experiences of clinicians and 

parents of in-hospital pediatric clinical 

deterioration events 

ÅTo describe barriers and enablers of escalation 

of care in a large tertiary care pediatric hospital 

where the bedsidePEWS has recently been 

implemented. 

ÅMethod: Focus groups 

ÅAnalysis: Thematic analysis 



Factors associated with non escalation 

of care: qualitative study 



Four major themes: 

1. Influence of organizational factors on 

escalation of care 

2. Impact of staff competencies and skill 

3. Impact of relationships and leadership in care 

4. Processes identifying and responding to 

clinical deterioration 

Factors associated with non escalation 

of care: qualitative study 



Themes Sub-Themes Dimensions  

Influence of 

organizational factors on 

escalation of care 

Adequate staffing and 

workload 
Discrepancy between staffing levels and workload 

    Balancing nursing seniority on shift 
    Nights, weekends and holidays as second class time in 

care delivery 
    Clinical record documentation workload 
    Organizational demands on clinicians competing with 

patient care needs 
  Continuity or care Service physician availability 24hrs day 
    Nursing primary care 
    Shift structure (hours per shift) 
  Ward rounding  Patient bedside rounding practices 
    Nursing and patient involvement  
  Patient pathway Locus of control: keeping high risk patients on the ward 
    Mismatch between severity of illness and level of care  
    Incongruity between childôs disease and ward specialty 
    Availability of PICU beds 
  Production pressure   

Theme 1 - Influence of organizational factors on escalation of care 
Sub-Themes 
Adequate staffing and workload 
Continuity or care 
Ward rounding  
Patient pathway 

Factors associated with non escalation 

of care: qualitative study 

Theme 2 _Impact of staff competencies and skills 

Sub-Themes 

Differences in staff training and knowledge 

Self-efficacy  

Peer to peer mentoring 



Theme 3_ Impact of relationships and leadership in care   

Sub-Themes 
Teamwork   
Communication   
Nursing empowerment 
Family empowerment 
Leadership: defining priorities 
Inter and intra-professional hierarchies  

Theme 4_ Processes identifying & responding to clinical deterioration 

Sub-Themes 

Clinical observation and patient assessment practices 

Tools supporting the identification of patient risk and decision making 

Situational awareness  

RRT role  

Factors associated with non escalation 

of care: qualitative study 



ÅTo describe factors associated with 

escalation/non escalation of care in high risk 

children (BedsidePEWSÓ7) 

ÅTo describe compliance to score matched care 

recommendations and escalation of care in high 

risk children (BedsidePEWSÓ7) 

ÅMethods: prospective cohort study 

ÅData sources: patient clinical records, 

administrative data  and staff questionnaire 

Factors associated with non escalation 

of care: quantitative study 



Limitations to date 

ÅMethodology 

ÅNo clear consensus items included in PEWS 

ÅFrequency of observations 

ÅCut-off points 

ÅLevel of education 

ÅDifferent escalation practices 

ÅOutcome measures 

Summary 



Involving families in recognising and responding to 
clinical deterioration  

Effective implementation is resource intensive 

Family ς staff communication should be normal business   

Escalating care daunting for families and nurses 

In-hospital hierarchy remains -> unintended use of C4H  

 

Consider interventions: 
ÅSituation awareness / communication models 

ÅNurse worry indicator  

ÅPatient or family assessment 

 f.gill@curtin.edu.au  or fenella.gill@health.wa.gov.au    @FenellaGill 
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