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PEWS (Pediatric Early Warning Score) in Perioperative Services

 The Pediatric Early Warning Score (PEWS) Is an established
pediatric tool used to identify and trend pediatric patients at
risk for clinical deterioration. ; 1 z 3

eAwake/Alert

Since implementation in July of 2018, 5 pediatric
perioperative patients have been identified as at risk for
clinical deterioration prior to transfer to Acute Care Units

*Sleeping intermittently eDifficult to arouse/decrease eLethargic/Confused OR

] but arouses easily OR response to verbal stimuli eAgitated/combative OR
e Appropriate

« PEWS provides an objective score and corresponding action B e e R e with successful action plan steps followed.

plan based on a patient’s vital signs and current assessment.

eCapillary refill 5 seconds or above OR

*HR increase or decrease > 30 since last
. i eCapillary refill 4 seconds OR assessment /baseline /admission vitals
" " " Cardio 1?;5211?;:“ *Capillary refill 3 seconds | eHR increase or decrease >20 *OR PEWS ACTION PLAN SUMMARY
« The PEWS Scoring system was previously validated and nce ot asesmen

baseline/admission vitals despite fluid
bolus administration

e Acceptable to transfer Acute Care vs. Remain in Periop Remain in Periop until bedside Eval. Remain in Periop
patient to acute care * Notify Charge RN and PACU * Notify Charge RN, PACU * Notify Charge Nurse
unit MD/CRNA MD/CRNA, Anesthesia Attending,  « Notify Anesthesia

e Send FYI to admitting team & admitting team

iImplemented in the ED, ICU, and Acute Care units.

**1f score of 3 in either Neuro or Cardio category, automatically advance to orange algorithm**

Respiratory Rate

A need was identified to recognize perioperative patients at 2600r 20

3mo-12 mo 20-30 31-40 41-50 >50 or <20

e Reassess PEWS score
with vitals q4 hours

attending

* Reassess PEWS score with vitals ¢ Determine if stable for transfer « Notify admit team

. . . . . . 1 -3 Years 18-26 27-34 35-39 >40 or<18 saa:
4— = Vears 1624 55 30 3135 236 or <16 q4 hours or more frequently as to admitting Floor-q1hr evals o it .
risk for clinical deterioration prior to transfer to acute care s360rls a4 hou e« Initiate admit to PCCU

> 12 Years 12-18 19-23 24-27 >28 or <12

units leading to the implementation of PEWS in the PACU. ox monitoring

* An increase in RR >10 bpm jn increase in RR >20 bpm since last

since last assessmen t | assessmen t

* Within expected [ ¢ Within expected range * Within expected range with 2 *Within expected range with 3-4 Ipm

range on room air | with 0.5 -1 Ipm oxygen Ipm oxygen requirement above oxygen requirement above baseline
Oxygen Saturation or baseline requirement above baseline | baseline requiremen t requirement
oxygen requirement OR

Baseline requirement *|nability to maintain desired

saturations
* Good aeration * End expiratory wheezes * Expiratory wheezes OR * Inspiratory/expiratory wheezing,
Auscultation throughout OR * course crackles/rales rhonchi, stridor at rest OR

* Mild crackles/rales ¢ Diminished breath sounds

* ldentify perioperative patients at risk for clinical deterioration oo [ |Tr—— |- e Use of this tool in pediatric perioperative patients:

prior to transfer to Acute Care Units via an objective scoring
tool utilized throughout the hospital

Add 1 point for each [J 24 hrs. of admission or transfer from Periop [ Albuterol or racemic epi w/in 2 hours

 Assists the PACU bedside nurse In providing
objectivity to the subjectivity of patient acuity

PEWS ACTION PLAN SUMMARY TOTAL PEWS SCORE

* Acceptable to transfer Acute Care vs. Remain in Periop  Remain in Periop until bedside Eval. Remain in Periop

* Follow corresponding action plan to guide the nurse and , | .
physician in determining the most accurate level of care for it o mp/cwa MO/CRNA, Anesthesia Attending, + Notity Anesthesia

« Reassess PEWS score * Send FYI to admitting team & admitting team attending
. ] - * Reassess PEWS score with * Determine if stable for transfer * Notify admit team
the patlent with vitals g4 hours

vitals q4 hours or more to admitting Floor-qlhr evals * Initiate admit to PCCU ¢ En C O u rag eS m u |ti d i S C I p I i n ary C O | I ab O rati O n to
ooy ensure appropriate resource utilization and
post-operative care plans

5-7 8-11

 Provide the first PEWS score in the PACU prior to transfer to
facilitate score trending

PEWS (Pediatric Early Warning Score) in Perioperative Services

/Assess right before\

patient transfer to
inpatient unit

N (includes 3A) D

¥

« PEWS tool modified and action plan developed for PACU use s s11023
« PEWS Tool validated for use in the PACU score respieur
Validation: 26 patients from 6 OR Services categories
Tool Evaluation: Notify chargs NG e i
» Did the PEWS score accurately reflect the patient’s - nurse to confirm S
current acuity/condition? v PRy
> Did the score prompt unnecessary additional Cand P o admit team
assessment and intervention? 121?!53“!&21 Bef;d;atst;ssme"t
or acute care b

* Following validation, results were presented to the
organization’s Resuscitation Committee for endorsement

 Education to PACU nursing staff, anesthesia providers, and
proceduralists followed endorsement for use in the PACU

Education included:

» Inclusion Categories
» Scoring Criteria and Method
» Action plan algorithm

 The organization received an email SBAR communication for
awareness when implementation began

transfer- notify
admission team
of PEWS score

|

Reassess g4 hrs.
or more
frequent based
on clinical
judgement until
transfer

Attending required.
Admission team
notified. Perform
interventions as

ordered

\

Charge nurse,
anesthesia
attending and
admitting team to
determine stability
for admission to
acute care unit

|

Initiate continuous
cardiorespiratory
monitoring

y

Reassess/rescore
glhrs or more
frequently based on
clinical judgment

:
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Thank you to the Monroe Carell Jr. Children’s Hospital at
Vanderbilt Resuscitation Committee and Perioperative Teams
for your collaboration and support of this initiative.



Presenter
Presentation Notes

WHAT IS PEWS:
	The PEWS Tool is used on inpatient pediatric patients to provide an objective score and
corresponding action plan to guide the nurse and physician in determining the most accurate level of care for the patient. The PEWS tool is currently used on all inpatients in acute care areas, the ED, and ICUs.
 
 
When/How do you document a PEWS Score:
 
	The scoring is comprised the patient’s current neuro/cardio/respiratory status and requires a hands on assessment.
	Document the score in eStar before a patient is transferred to an Acute Care Unit (3A,
6th, 7th, 8th floors). This does not apply to NICU, PICU, PCICU patients.
 
 
 
PEWS Scoring Action Plan:
 
	Follow the Action Plan Summary for the designated PEWS Score (see full Action Plan on pages 3)
	When notifying the Charge RN, PACU CRNA/MD, or Providers- please specify why the
assessment is abnormal.
o For example, the bedside nurse may say “I’m concerned about this patient because of 	and their PEWS score is  .” The bedside nurse should not page and only give the PEWS score with no assessment data to support.
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