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Quick reference guideline
All paediatric patients must have a complete set of observations performed and a CEWS
(Children’s Early Warning Score) score calculated on admission. In Emergency Department
(ED) and Children’s Assessment Unit, this should be carried out within 15 minutes of arrival.
Exceptions to this requirement are:
1) Children presenting to ED with minor lacerations (excluding those to head)
2) Minor limb injuries (excluding burns)
3) Foreign bodies in the external ear canal
In NNUH charts, the CEWS score is generated by scoring the 6 parameters as below and
then adding up the individual scores.
1. Level of consciousness (AVPU)
2. Temperature
3. Heart rate
4. Respiratory rate
5. Systolic Blood pressure or Capillary Refill Time
6. Oxygen Saturation
A colour coding system is in use on the observations chart. If the child’s observation are
abnormal for his/her age, they will generate a score anywhere between 1-3 for that
parameter. The higher the score, the sicker the child. See early warning score key below:
Childrens Early Warning Score KEY
0
1
2
3
Call 2222

Children’s Early Warning Score:


The CEWS chart used must be appropriate for the child’s age: There are five
charts in use at NNUH which are based on normal observation ranges in different age
groups – under 6 months, 6 months-1 year, 1-4 years, 5-11 years and >/= 12 years.



Frequency:
 CEWS should be calculated initially and for each set of observations
undertaken. This should occur every 4 hours or more frequently as per the
CEWS action plan cascade. In Emergency department (ED), the minimum
requirement for frequency of CEWS score calculation is ≤ 60 minutes. The
CEWS action plan cascade should be followed and the frequency of
observations should be increased for unwell children and children with CEWS
of 1 and above.
 A minimum of two CEWS scores must be taken prior to discharge or transfer
from ED or ward areas. This should occur even if both sets of observations
would be within a 4 hour period.
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EXCEPTION: Children presenting to ED with injuries who are seen and treated
within 30 minutes and have a CEWS score of 0,1 or 2 at triage may be
discharged without repeat score being recorded.
 In some circumstances it may be decided AT A SENIOR LEVEL (i.e. by an
experienced staff nurse or member of medical staff) that a decreased frequency
is acceptable (NICE 2007).
 A registered nurse can instigate more frequent observations based on their own
judgement or in response to CEWS of 3 or more. .


The CEWS action plan cascade:
The CEWS should be checked against the cascade and the appropriate action plan
undertaken. The cascade indicates
o The time frame within which the observations should be repeated
o The time frame within which the child should be seen by a clinician
o An indication of where in the department the child should be seen (i.e. resus)
o When to put out a ‘Paediatric EMERGENCY Call’ and a ‘Paediatric ARREST
call’

CEWS
1-2

3-4

5-6

7 or above

ACTION TO BE TAKEN
•
•
•
•
•

Repeat CEWS in <60 min
Doctor review in <30 min
Repeat CEWS in <30 min
Senior doctor review if no improvement in <60 min
Do not discharge patient, unless documented to be fit for discharge
on Senior Paediatric review

• Senior doctor review in <15 min
• Within ED: if senior doctor not immediately available, ask Paediatric
Middle grade to attend urgently and consider moving child to resus
area
• Repeat CEWS every 15 min
• Call 2222 and ask for PAEDIATRIC EMERGENCY TEAM
• Within ED: Also call ED Senior doctor for review immediately and
move child to resus area if able
• Continuous monitoring

Call 2222 for PAEDIATRIC ARREST TEAM
• Airway compromise
• Inadequate ventilation
• Fluid resuscitation >/= 40 ml/kg
• Scoring P on AVPU (exception- postictal)

Documentation: CEWS score and the action plan as per the cascade should be clearly
documented in the notes. If CEWS is 3 or above, action plan should be documented in the
CEWS chart (see example) and a clear management plan documented in the notes
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Record action when CEWS 3 or more
Date

14/02/14



Record plan and time of review

Time

CEWS

Nurse
(print
name)

Doctor
informed
Time

Plan

13:30

5

S.P

plan and time
of review
13:35 Record
Paracetamol
given,
for septic screen/IV
antibiotics

Nurse/Doctor(Print
Name)

Time of
review

S.P/H.N

13:40

Other information/observation:

Use the additional neurological observation chart for neurologically impaired children,
children scoring V or worse on AVPU or GCS 14 or less on GCS chart.
AVPU Score


Record AS if
asleep.

Oxygen Route
 NC – nasal cannula
 HB – Head Box
 Inc – Incubator
 M – Mask
 CPAP – Continuous
positive airway
pressure

Pain Score
 0 = no pain
 1 = some
pain
 2 = lots of
pain
 3 = worst
possible pain

Sedation Score
 0=awake
 1 = drowsy
 2 = Asleep, but moves
spontaneously
 3 = Asleep, but responds
to stimulation
S= hard to rouse

Objective
To provide guidance on the recording of physiological observations and the use of a Critical
Illness Risk Assessment Tool. Furthermore, this guideline advises the action to take when a
child is at risk of acute physiological deterioration.
Rationale
Implementation of a critical illness risk assessment tool aids identification of children at risk of
acute physiological deterioration. It also facilitates rapid medical assessment and an
increased level of monitoring. CEMACH (2008) stated that “For paediatric care in hospital we
recommend a standardised and rational monitoring system with imbedded early identification
systems for children developing critical illness – an early warning score”.
The Children’s Early Warning Score (CEWS) is a critical illness risk assessment tool which
uses normally recorded physiological parameters to determine patients at risk of acute
deterioration.
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The CEWS chart in use at NNUH have been adapted, with permission, from the chart in use
at The Royal Hospital for Sick Children, Yorkhill, Glasgow.
There are five CEWS charts: under 6 months, 6months-1year, 1-4 years, 5-11 years and >12
years.
The CEWS is performed on each set of observations and if the score is 3 or more the patient
is considered at risk of critical illness. A score of 3 or more is a trigger to follow a series of
instructions called the ‘Call-Out-Cascade’.
The CEWS Call-Out-Cascade has six objectives:
1) Increased level of monitoring
2) Rapid medical review of deteriorating patients
3) Early senior medical involvement if the patient remains unwell or deteriorates
after initial treatment
4) To encourage liaison with Critical Care Team for advice and support in treating
deteriorating patients
5) Earlier referral to other specialist areas
6) Clarification of resuscitation status, treatment aims and the formulation and
documentation of management plans for deteriorating patients
Broad recommendations
All paediatric patients must have their observations recorded at a minimum of every 4 hours
unless it is decided at a senior level (i.e. by an experienced staff nurse or member of medical
staff) that a decreased frequency is acceptable (NICE 2007). .
Physiological observations:
Level of consciousness, temperature, pulse, central capillary refill time (systolic blood
pressure if clinically indicated) and oxygen saturations are the basic observations recorded in
every child. The monitoring of hourly urine output should also be considered in any patients
who are at risk of deterioration. It is important that the observations are recorded accurately.
Some guidance on accurate observation recording is as below:
a. Level of consciousness: Using the response to A.V.P.U. Score (Alert, Voice, Pain,
Unconscious) (ALERT 2003). (See appendix (a))
b. Temperature: Should be measured and the method / route of recording documented
(A for axilla, Tymp for tympanic) to assist in the interpretation and significance of the
recording.
c. Pulse: The pulse should always be checked manually for rate, strength and regularity
as these qualities will not be discerned by either a pulse oximeter or blood pressure
machine. If any irregularity of the pulse is observed then this should be highlighted to
the medical team.
d. Blood pressure: The blood pressure should be recorded using the correct size cuff
for the child and by a consistent method, either manually or with a blood pressure
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machine. Each child admitted to CAU or Buxton ward should have a baseline blood
pressure measurement on admission. Routine blood pressure monitoring during an
admission should occur if clinically indicated.
e. Respiratory rate: To be recorded for a whole minute, whilst feeling the pulse, so that
the patients is unaware of what you are counting and does not change their respiratory
pattern.
f. Capillary Refill Time: To be recorded centrally for documentation on CEWS chart. If
peripheral and central CRT measured, please document in the clinical notes.
g. Oxygen (O2) saturations: Use a pulse oximeter to measure oxygen saturations on all
patients regardless of whether they are receiving oxygen therapy. A fall in oxygen
saturations to below 92% (or below pre-determined minimum acceptable target level)
should be reported to medical staff. The necessity for supplemental oxygen initiates its
own CEWS score of 1.
Implementing the Children’s Early Warning Score Tool:
a) Using the Children’s Early Warning Score:


All patients should have a CEWS calculated for each full set of observations
undertaken. For patients that are for palliative care it may be appropriate to
discontinue use of the CEWS.



The CEWS should be documented on the appropriate section of the Trust observation
chart.



All paediatric patients on the Children’s Assessment Unit and Buxton ward must have
their observations recorded at a minimum of every 4 hours unless it is decided at a
senior level (i.e. by an experienced staff nurse or member of medical staff) that a
decreased frequency is acceptable (NICE 2007). Children presenting to ED who fit the
criteria for CEWS scoring should have this recorded at a minimum of every 60 min.



It is acceptable to record Temperature no more frequently than on an hourly basis. In
instances where the rising CEWS score warrant more frequent scoring of CEWS (e.g
CEWS trigger score 5-6 or more), then the score for temperature could be considered
similar to the last temperature score



When the children are admitted to ward areas, there should be some discretion
allowed for children with stable scores where there are no acute concerns regarding
waking children at night to score them.



Some children have observations lying outside the normal range which are considered
normal for their underlying condition (eg low saturation in a child with cyanotic heart
disease). For such children, note acceptable parameters in the hospital notes and in
the CEWS charts.

b) Use of the Call-Out Cascade:
CEWS SCORE OF 0
If all observations fall into the white box, the child will score 0, no further action would be
required and the nursing staff should continue with observations as prescribed (minimum of
every 4 hours in all areas, except ED). Within ED, however, the children should continue
to have < 60 min observations
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TRIGGER SCORE OF 1-2
The nurse looking after the child should treat as prescribed. A student nurse or health care
assistant looking after the child should report to the qualified nurse and treat as prescribed
Observations should be repeated within 60 minutes. If there is no response to treatment then
they should discuss the patient with the nurse in charge.
TRIGGER SCORE OF 3- 4


For any patient, whose observations generate a CEWS of 3 or more, the relevant Tier
One doctor should be informed of the score and the contact time recorded.



The Tier One doctor must review the patient within 30 minutes of being informed of the
triggering score.



If there is no response from the Tier One doctor within 30 minutes, the nurse must
contact a senior member of the medical team.



The nurse in charge must liaise with the nurses responsible for that patient and agree
the appropriate level of observation recording.



The patient should now have continuous monitoring where the CEWS observations
and score are undertaken hourly until it returns to normal.



Where the Tier One doctor cannot reduce the CEWS score or the patient does not
improve within 30 minutes, the doctor must seek advice from their senior medical
colleagues.



More senior Paediatric medical staff at ST3 level or above may determine that the
present score is acceptable while current treatment plans are in progress and
document this decision in the notes. In this case, the observations accepted for
patient’s clinical condition must be documented in the table on the back of the chart
and the trigger score may be reset at a higher level

TRIGGER SCORE OF 5-6


For any patient, whose observations generate a CEWS of 5-6, the nurse should call
the senior doctor for a review. The senior doctor should attend within 15 minutes. In
ED, if the ED senior doctor is not immediately available, then the Paediatric Middle
grade should be asked to attend urgently. The registrar must review the patient and
their medical notes and treat the child as required.



If there is no improvement in the clinical condition of the patient with this intervention
then the registrar must inform the on-call consultant using the SBARD communication
tool.



The nurse in charge must liaise with the nurses responsible for that patient and agree
the appropriate level of observation recording in conjunction with senior medical staff.



The patient should now have continuous monitoring and the CEWS observations
should be scored every 15 minutes until they fall back to a lower level



More senior Paediatric medical staff may determine that the present score is
acceptable while current treatment plans are in progress and document this decision
in the notes. In this case the trigger score may be reset at a higher level, and the
appropriate accepted observations for patient’s clinical condition should be
documented on the back of the observations chart.
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TRIGGER SCORE OF 7 OR MORE – 2222 call for Paediatric EMERGENCY team


For any patient, whose observations generate a CEWS of 7or more, the nurse in
charge must call 2222 asking for the Paediatric EMERGENCY Team (PET) unless
the Paediatric consultant is already present and actively managing the situation.



In ED setting, the senior ED doctor should also be contacted to review immediately
and patient should be moved to resus area



If an arrest call is not made it is essential that the reasoning behind this decision and
the action being taken are clearly documented.

2222 call for Paediatric ARREST team:
The nurse in charge must call 2222 and ask for Paediatric ARREST team if there is:

Airway compromise
Inadequate ventilation
Fluid resuscitation >/= 40 ml/kg
Scoring P on AVPU


If there is no improvement in the clinical condition of the patient with active treatment
they should be moved to an intensive care setting, unless decisions to the contrary
regarding management have been made.



When treatment has been given, if the score has fallen below 4, the CEWS should be
documented, up to 4 hourly, for at least the next 24 hours. Any further triggers of the
CEWS must be reported again.



More senior Paediatric medical staff may determine that the present score is
acceptable while current treatment plans are in progress and document this decision
in the notes. In this case the trigger score may be reset at a higher level.

c) Where the CEWS trigger level has been reset:


The maximum acceptable initial CEWS score that can be allocated to a patient is
two.



The level should ensure sufficient sensitivity to alert nursing and medical teams to
further deterioration.



The reset trigger score (including acceptable physiological parameters) and a clear
treatment plan should be documented in the patient’s medical notes and in the
CEWS chart



It should be reviewed at least every 24 hours.



Senior team members (Registrar or Consultant) should be informed and consulted as
soon as possible about re-setting the trigger.



The re-set CEWS trigger score and the date and time on which it was re-set should
be documented on the CEWS observation chart and on the nursing handover sheet.



The patient must continue to be monitored and any rise above the new trigger level
must be reported to medical staff
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Patients with persistent Children’s Early Warning Scores of > 4 or above the reset
trigger level should be referred to senior medical staff (Registrar or Consultant).


Registrars / Consultants should agree any specialist referrals and where this is not
deemed necessary, should clarify and document aims of treatment and / or
resuscitation status.



The Senior Paediatric Nurses are available for additional support for any patient
causing concern, whether or not they are triggering an Early Warning Score (Bleep
0068 within their service hours).

d) Documentation
It is essential that there is accurate documentation around the use of this CEWS and the call
out cascade. The back of the individual CEWS chart have a brief table for use any time a
child scores 3 or more on the CEWS chart. This is meant to be a brief summary to detail the
score and if the call out cascade was initiated.
Documentation then needs to be undertaken by the nurse in the patients notes regarding
what happened when the patient scored on the CEWS chart. This should clearly demonstrate
that the cascade was followed and that the doctor was called.
The doctor involved also needs to clearly date and time the event as well as any actions that
were taken. It is essential that the medical response is documented.
If the acceptable CEWS score is reset by a specialist registrar or consultant then this also
needs to be documented and the acceptable physiological parameters recorded in the table
on the back of the observation chart.
e) Education and Training on Trust CEWS policy:


The paediatric practice development nursing team will provide training to ward staff in
how to use the CEWS, prior to its introduction outlining the principles of monitoring
and identification of the deteriorating patient.



Laminated CEWS and CEWS Call-Out-Cascade documentation will be purchased
through ward budgets. This will include small laminated CEWS cards suitable for
display within the Trust ID badge holders indicating the call out cascade actions.



The paediatric practice development nursing team will supervise and support staff
using the CEWS during the introduction period. They will continue to support staff
using the CEWS through regular contact with the ward and the establishment of a
paediatric practice development nursing team.



Staff new to an area using the CEWS should be made aware of the system and
undergo formal competency training by the paediatric practice development nursing
team.



The paediatric practice development nursing team will liaise with the Nurse Bank
Clinical Tutor to ensure that new bank nurses within the Trust are competent in the
use of CEWS.



The paediatric practice development nursing team will provide education in the use of
the CEWS at junior doctor induction sessions.
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 Nursing Staff will be encouraged to attend a CATS Study Day organised by the
CCCWG. There is a Health Care Assistants Study Day, held by the Critical Care
Outreach Team nurses. There is EPLS training available for all nursing staff within the
Jenny Lind Paediatric Department.


The new medical staff will be provided information on CEWS guidelines and
documentation policy at each departmental induction

Clinical Audit Standards
To ensure that this guideline is compliant with the above standards, the following monitoring
processes will be undertaken:



Random visits to wards known to use the CEWS system to see whether scores are
being recorded on all full sets of observations.



Monthly retrospective audit will be undertaken to look at whether the observations
are undertaken accurately and the call-out cascade was correctly followed if
triggered.



The results of both audits will be regularly presented at the departmental Governance
and Directorate meetings. They will also be discussed in Paediatric Emergency and
Ambulatory Care group meetings.



The areas that do not perform well in the audit will be monitored and re-audited more
frequently. An action plan will be drawn up and implemented within 5 working days
by the ward matron to help improve the adherence to guidance within their wards.

Electronic Storage and Dissemination of Results to the Staff:
The results of monthly audit will be stored electronically on the trust intranet.(Patient Safety
webpages). The results will also be disseminated every month to members of the CEWS and
Safety Metrics oversight group, the Paediatric and ED Clinical leads and the Paediatric and
ED governance leads
Summary of Development and Consultation Process Undertaken Before Registration
and Dissemination
The authors listed above created this guideline on behalf of the Children’s Critical Care
Working Group. During its review it was circulated for comment to all consultants in the
following teams:
Reviewed at CEWS and Paediatric sepsis meeting, and also in CCCWG meeting January
2019.
Anaesthetic, Paediatric Medical, Paediatric Surgical, Senior Paediatric Nurses, Resuscitation
Team, Clinical Governance and Clinical Effectiveness.
All comments made have been addressed and incorporated where necessary in the
document. This version has been approved by the Clinical Guidelines Assessment Panel.
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Distribution List / Dissemination Method
Copies of the document are to be found in:  The Trust Intranet
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Appendices
Appendix 1

Other information/instructions
AVPU Score

Oxygen Route

Pain Score

Sedation Score




















Use neurological
observation
chart for patients
scoring V or
worse.
Record AS if
asleep.

NC – nasal cannula
HB – Head Box
Inc – Incubator
M – Mask
CPAP – Continuous
positive airway
pressure

0 = no pain
1 = some pain
2 = lots of pain
3 = worst
possible pain



0=awake
1 = drowsy
2 = Asleep, but
moves
spontaneously
3 = Asleep, but
responds to
stimulation
S= hard to rouse
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Appendix 2a: Front sheet: CEWS chart – Children under 6 months
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Appendix 2b: Back sheet: CEWS chart children under 6 months

CEWS

ACTION TO BE TAKEN!

1 -2

•

R e p e a t C E W S in < 6 0 m in !

• D o c to r re v ie w in < 3 0 m in
• R e p e a t C E W S in < 3 0 m in
• S e n io r d o c to r re v ie w if n o im p ro v e m e n t in < 6 0 m in

3 -4

• D o n o t d is c h a rg e p a tie n t, u n le s s d o c u m e n te d to b e fit fo r d is c h a rg e
o n S e n io r P a e d ia tric re v ie w
• S e n io r d o c to r re v ie w in < 1 5 m in
• W ith in E D : if s e n io r d o c to r n o t im m e d ia te ly a v a ila b le , a s k P a e d ia tr ic
M id d le g ra d e to a tte n d u rg e n tly a n d c o n s id e r m o v in g c h ild to re s u s
a re a
• R e p e a t C E W S e v e ry 1 5 m in
• C a ll 2 2 2 2 a n d a s k fo r PAEDIATRIC EMERGENCY TEAM

5 -6

7 or above

• W ith in E D : A ls o c a ll E D S e n io r d o c to r fo r re v ie w im m e d ia te ly a n d
m o v e c h ild to re s u s a re a if a b le
• C o n tin u o u s m o n ito rin g

C a ll 2 2 2 2 fo r PAEDIATRIC ARREST TEAM
• A irw a y c o m p ro m is e
• In a d e q u a te v e n tila tio n
• F lu id re s u s c ita tio n > /= 4 0 m l/k g
• S c o rin g P o n AV P U (e x c e p tio n - p o s tic ta l)
Record action when CEWS 3 or more
Date

Time

CEWS

Nurse
(print
name)

Record plan and time of review
Doctor
informed
Time

Plan

Nurse/Doctor(Print
Name)

If observations are expected for patient’s clinical condition, please note
below acceptable parameters

Acceptable parameters
HR

RR

BP

O 2 sa t s

D o c t o r s ’s
sig n a t u r e

D ate

T im e

Time of
review

B lo o d
P re ssu re
S co re

S y s t o lic B P
(m m H g )
0 -6 m o n th s

Call 2222
3
2
1
0
1
2
3

Under 40
40-49
50-59
60-64
65-109
110-120
121-134
Over 135
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Appendix 3a: Front sheet: CEWS chart Children 6 months - 12 months
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Appendix 3b: Back sheet CEWS chart – Age 6-12 months
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Appendix 4a: Front sheet: CEWS chart-1-4 years
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Appendix 5a: Front sheet CEWS chart 5-11 years
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Appendix 5b: Back sheet CEWS chart age 5-11 years
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