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A = Alert
V = Responsive to voice Blood glucose Blood glucose
P = Responsive to pain
) U = Unresponsive Pain score Pain score
- . (as per local policy) (as per local policy)
5 If asleep with no reason for
3 altered conscious state (e.g. Value Value
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ALATIO LOW (L) MEDIUM (M) HIGH (H) EMERGENCY (E) THINK! Could this be sepsis?
R R pe once New suspicion of sepsis AVPU: Change to AVPU -V ' AVPU: Change to AVPU - P or U 'Res- . .. . .
RITERIA eurology, sepsis, 0 Responsive only to Voice’ or ponsive only to Pain’ or ‘Unresponsive’ Think sepsis if any of the following are present:
pre-e g acto New suspicion of septic shock OR Abnormal pupillary response . Neutropenia or immunocompromised (call medical
i .'_° b 0 Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient professional for |mmgd|ate_ review)
hiohe needs increased monitoring despite needs a medical review irrespective of needs a ‘Rapid Review’ irrespective of needs emergency review for * Known or suspec‘ged |nfect°|on
k) low PEWS PEWS PEWS life-threatening situation ¢ Temperature 238°C or <36°C
- . ¢ Increasing oxygen requirement
based o arer Questio Carer uses words that suggests the Carer uses words that suggests the child | Carer uses words that suggests the child T EVEERNITe R { ETR{V e[ [ &R 1) o Ul Iaiged ¥gch nqoea/ cedeate
. child needs increased monitoring or needs a clinical review irrespective of needs a ‘Rapid Review’ irrespective of child has collapsed or significantly o Al pd | yp | hy Jl
a O intervention despite the low PEWS PEWS PEWS deteriorated tered mental state (e.g. lethargy/floppy)
of these = * Prolonged CRT, mottled or ashen appearance
eria prpslrbad) 1-4 5-8 9-12 213
N g If suspicion of sepsis, inform nurse in charge.
Communication & response (use Inform Nurse-in-charge Review by Nurse-in-charge for potential | Immediate review by Nurse-in-charge Immediate 2222 call: “Paediatric Medical Escalate to patient’s own or on-call team.
ISBAR Framework) escalation (and/or Outreach nurse or for potential escalation Emergency” and review by Nurse-in-charge
equivalent) I inf d I fi
Medical plan for stabilisation ) ) ) ) ] ) ) o GeEUENT: THEE W ey { el
Structured medical plan to be Consider Medical Review by ST3+ or Request Medical Review by ST3+ or Call for ‘Rapid Review’: Medical incl. stabilisation plan I Hello, I am staff nurse (xx) from Ward (xx), | am
documented including: equivalent equivalent airway S'L('”S ST3+'-for e_c?ull)\ialent &l Senior nurse to support and feedback to calling about (xx).
1. specific actions to be taken outn:ealc nurse (if available or parents i .
2. expected outcome Stabilisation plan to be considered equivalent) i : id revi S 1 am calling because (e.g. PEWS increased to
3. outcome deadline Stabilisation plan to be discussed with [In Spec;a IStzeznz\grsnmer;ts rg;:: FEVIEN xx, carer is concerned because xx). The last
4. escalation if outcome not met ) . consultant can replace ut only with prior observations were (xx).
by deadline. Bedside nurse to feed back plan to Bedside nurse to feed back plan to agreement between consultant and nurse-
parents parents Senior nurse to feed back plan to parents JEGEGECE) B They are (age), admitted on (date) for (reason).
Medical review timings As agreed with medical team Within 30 minutes Within 15 minutes Immediate B e
— N — " — " " - . . I think they are (e.g. hypovolaemic). | don’t
Minimal observations Must reassess within 60 minutes (and Must reassess within 30 minutes (and Every 30 minutes and continuous Every 15 minutes and continuous A (e wha)1l: 5 w(rog xﬂh them bu)t I earer
Repeated escalation if remaining in one then document ongoing plan) then document ongoing plan) monitoring of Respiratory Rate / monitoring of Respiratory Rate / A d 9
P ’ ining Continuous Oxygen Saturation Oxygen Saturation / ECG Oxygen Saturation / ECG IS)VEhyAcOnCEne:
level not required but ongoing plan itori et GCS i Gl in AVPU GCS dina if ch in AVPU i L .
must be clearly documented in notes. monitoring neede recording if change in recording if change in or R 1 would like you to (e.g. review in xx minutes
abnormal pupillary response please)
FOR EMERGENCY OR LIFE-THREATENING SITUATIONS: CALL 2222 AND STATE “PAEDIATRIC MEDICAL EMERGENCY”
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