
 

 

Paediatric Sepsis Pathway  
Screening and Recognition tool explained  
 

  

 

 

 

 

 

 

 

 

 

 

 

Time that nurse 
fills in the 
screening tool 
(not time of 
triage or 
admission time). 

Individual 
systems 
assessment 

E.g. combined 
respiratory 
score of 3 or 
more for rate 
and distress = 
a feature of 
severe illness. 

 

Clinician has 
diagnosed 
sepsis? 
Select the 
appropriate 
box and 
commence 
resuscitation 
steps 1-6 on 
page 2 
immediately. 

Any feature of 
severe illness 
met? 
Immediate 
medical review 
and consider a 
sepsis code. 

Use documented 
CEWT score to 
ascertain if any 
features of severe 
illness are present.  

Still suspect sepsis, 
irrespective of nil 
features of severe 
illness?  

Obtain senior 
medical review and 
conduct further 
assessment to 
ensure 
comprehensive 
examination occurs 
& a plan is in place 
for appropriate care.  

Rule sepsis out 
early, don’t rule it in 
when the patient is 
critically unwell. 
Deterioration in 
children can be 
subtle.  

Normal vital signs 
and no features of 
severe illness? 
Repeat vital signs 
and assessment as 
clinically indicated. 
Continually re-
assess your 
patient. 

Remember, sepsis 
is subtle and small 
changes in patient 
condition and/or 
signs of 
deterioration may 
occur after initial 
assessment.  

Re-screen and 
escalate care at 
any stage of the 

patients journey.  

 

ASK YOURSELF 

Nurse or doctor can complete this. 

Scan the QR code for access to clinical guidelines, tools, and educational resources.  

For more information contact the Queensland Paediatric Sepsis Program (QPSP) team: paediatricsepsis@health.qld.gov.au  
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