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Abstract 

The nursing culture of an inpatient pediatric unit was resistant to activating pediatric 

rapid response team (PRRT) alerts despite guidelines for activation.  Nurses routinely 

assessed patients and assigned a pediatric early warning score (PEWS); however, the 

level of illness severity was not interpreted consistently among nurses and a PEWS action 

algorithm did not exist to guide nurses’ minimal actions based on the PEWS score.  

Guided by 3 adult learning theories (Knowles, Kolb, and Bandura) and 1 evaluation 

model (Kirkpatrick), this staff education project sought to educate pediatric nurses on a 

PEWS action algorithm and determine whether this project improved nurses’ knowledge, 

situational awareness, and attitude toward activating PRRT alerts.  A convenience sample 

of 30 pediatric nurses completed a preeducation knowledge survey (EKS), attended an 

interactive PEWS education class, and completed a postEKS.  After participating in the 

class, correct responses on the EKS increased from 43% to 82% and, using the Wilcoxon-

signed rank test, a significant increase was noted in nurses’ responses to questions related 

to self-efficacy, factual knowledge, and application.  The overall increase in the nurses’ 

self-efficacy and knowledge about the PEWS might enhance critical-thinking skills, 

foster identification of patients at risk for clinical deterioration, and empower nurses to 

follow the PEWS action algorithm including activation of PRRT alerts when indicated.  

This project has the potential to effect positive social change by supporting nurses’ 

actions designed to improve pediatric patient outcomes.  
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Section 1: Nature of the Proposal 

Introduction 

Researchers have demonstrated that pediatric patients outside of intensive care 

unit (ICU) areas who required resuscitation for cardiac and/or respiratory arrest had 

exhibited signs of deterioration in the hours preceding the arrest (Agulnik, Forbes, 

Stenquist, Rodriguez-Galindo, & Kleinman, 2016; Gold, Mihalov, & Cohen, 2014; 

Jankuloski, Shihab, O’Neil, Van Taak, & Abuhasna, 2011; Murray, Williams, Pignataro, 

& Volpe, 2015).  As a result, the pediatric early warning system (PEWS) was developed 

to standardize language, assessment criteria, and the process for identifying early clinical 

deterioration in pediatric patients in non-ICU areas as well as guiding nursing actions for 

additional assessments and prompt immediate treatment (Agency for Healthcare 

Research and Quality (AHRQ), 2009; Murray et al., 2015).  Various forms of the PEWS 

have since emerged and been implemented by several children’s hospitals to identify 

pediatric patients in an early stage of clinical deterioration (Agulnik et al., 2016; AHRQ, 

2009; Haines, Perrott, & Weir, 2006).  The concept of the PEWS as an evidence-based 

practice (EBP) is relatively new which accounts for the lack of widespread adoption and 

use in U.S. children’s hospitals (AHRQ, 2009; Haines et al., 2006; Jankuloski et al., 

2011; Murray et al., 2015).   

The PEWS of interest for this doctoral capstone project included two components: 

(a) revised PEWS scoring tool, and (b) new PEWS action algorithm (Agulnik et al., 

2016; AHRQ, 2009; Bell et al., 2013; Demmel, Williams, & Flesch, 2010).  The nurse 

assigns a PEWS score for the pediatric patient by using a table to assess specific criteria 
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within three physiologic systems: patient behavior (neurologic); cardiovascular; and 

respiratory (Agulnik et al., 2016; Demmel et al., 2010; Tucker, Brewer, Baker, Dermitt, 

& Vossmeyer, 2009).  The revised PEWS scoring tool includes the three physiologic 

systems plus a section for scoring extra points based on blood pressure (BP) and 

respiratory status: (a) score 5 extra points for hypotension or the required use of a 

nonrebreather O2 mask; and/or (b) score 2 extra points if a STAT Albuterol treatment is 

repeated twice in 1 hour or 1 hour of continuous Albuterol treatment is necessary.  The 

PEWS action algorithm provides nurses with step-by-step workflows to follow based on 

the individual patient’s PEWS score, including the activation of the pediatric rapid 

response team (PRRT) when necessary (Demmel et al., 2010).   

Health care providers often miss observable warning signs exhibited by patients 

prior to a health crisis event (AHRQ, 2009; Douglas, Collado, & Keller, 2016; Murray et 

al., 2015; Tucker et al., 2009).  Retrospective studies have shown that hospitalized 

patients displayed signs of physiologic deterioration within the 6- to 8-hour period 

preceding cardiopulmonary arrest (AHRQ, 2009; Douglas et al., 2016).  Failure to 

identify signs of clinical deterioration and/or provide early interventions is known as 

failure to rescue, which has been associated with poor patient outcomes including death 

(AHRQ, 2009).  Increasing regulations and expectations regarding quality have led to 

numerous initiatives for improving the quality and safety of care (AHRQ, 2009; Bellamo, 

2012; Demmel et al., 2010; Douglas et al., 2016).  Simple early warning scores (EWSs) 

have been successfully used in the hospitalized adult population to quickly assess a 

patient’s condition and reliably predict the likelihood of deterioration (AHRQ, 2009; 
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Murray et al., 2015).  These adult scores have been modified for use in children to reflect 

the anatomical and physiological factors unique to the pediatric population (infants to 

adolescents) which varies significantly from adults (Murray et al., 2015).      

 In 2004, the Institute of Health care Improvement (IHI) launched its 100,000 

Lives Campaign with the goal of saving a minimum of 100,000 patient lives in U.S. 

hospitals (Demmel et al., 2010; Jankuloski et al., 2011).  This major quality improvement 

project focused on six initiatives for improving safety and quality, one of which was the 

deployment of an emergency response team to the bedsides of deteriorating patients 

outside of critical care areas (Demmel et al., 2010).  This emergency response team is 

called the rapid response team (RRT) and its purpose is to bring skilled, intensive care 

directly to the patient’s bedside (Demmel et al., 2010).  In 2006, Cincinnati Children’s 

Hospital Medical Center (CCHMC) developed and implemented a PEWS that 

incorporated the activation of RRT alerts (AHRQ, 2009).  CCHMC’s PEWS included a 

simple scoring system called the PEWS scoring tool and a corresponding PEWS action 

algorithm (AHRQ, 2009).  The CCHMC’s PEWS scoring tool was found to be a reliable 

and effective tool for predicting patients who were likely to deteriorate after evaluating 

40,000 scores for 3,000 patients (AHRQ, 2009).  In 2007, the Child Health Corporation 

of America (CHCA) recommended for hospitals to implement the reliable and valid 

PEWS scoring tool to identify children at risk for clinical deterioration, manage 

deterioration by getting immediate help to the bedside and/or transferring the child to a 

higher level of care (Bell et al., 2013).  Other organizations calling to improve early 

recognition and response to changing patients’ conditions include the National Institute 
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for Health and Clinical Excellence (NICE) and The Joint Commission on Accreditation 

of Healthcare Organizations (TJC) (Bell et al., 2013; Demmel, Williams, & Flesch, 2010; 

Douglas, Collado, & Keller, 2016; Murray et al., 2015).   

The positive social change that may be attributed to this doctoral project is the 

promotion of improved pediatric patient outcomes.  Teaching the pediatric nursing team 

to understand the purpose and use of the comprehensive PEWS program (revised PEWS 

scoring tool and new PEWS action algorithm) should promote early recognition of 

children showing signs of clinical deterioration and empower nurses to act, ensuring 

timely and rapid intervention(s) (AHRQ, 2009; Demmel et al., 2010). 

The PEWS has been shown to effectively identify patients at risk of clinical 

deterioration thereby; enhancing the timeliness of interventions (AHRQ, 2009; Demmel 

et al., 2010).  The PEWS has been credited for decreasing the rates of many negative 

consequences associated with the failure to rescue such as adverse outcomes, rapid 

transfers to the pediatric intensive care unit (PICU), decreased lengths of stay (los) in the 

PICU, unexpected returns to the PICU, cardiac and/or respiratory arrests outside of the 

PICU, and preventable hospital deaths (AHRQ, 2009).  The use of a PEWS has been 

reported to improve communication and teamwork between the interdisciplinary health 

care team and led to a sense of empowerment within the nursing team (AHRQ, 2009; 

Demmel et al., 2010).  The implementation of the PEWS at CCHMC led to a decreased 

code rate outside of the PICU from five down to zero in a 30-month period (AHRQ, 

2009).   The 11% mortality rate for children transferred to the PICU decreased to 0% 



5 

 

within the first year of implementing the PEWS and the los in PICU was reduced by one 

day after the first year (AHRQ, 2009).   

Problem Statement 

The nursing culture of the inpatient pediatric unit was resistant to activating 

PRRT alerts despite clear guidelines for activation established in the hospital’s PRRT 

policy.  According to Williams et al. (2011), it is not unusual for nurses to decide against 

activating PRRT alerts even when a child exhibits clear signs of deterioration (Astroth, 

Woith, Stapleton, Degitz, & Jenkins, 2013; Jenkins, Astroth, & Woith, 2015).  Rationales 

provided by the pediatric inpatient nurses for not activating PRRT alerts when 

appropriate included negative attitudes and comments expressed by the PRRT, belief that 

the pediatric resident’s and/or attending physician’s awareness of the situation was 

enough and/or insecurities related to their nursing competencies (Astroth et al., 2013; 

Jenkins et al., 2015).      

The local children’s hospital and health care practitioners are committed to 

providing safe, high quality, evidence-based care to the pediatric population they serve.  

As such, the hospital planned to incorporate a PEWS action algorithm into its existing 

PEWS program by the second quarter of 2019.  Incorporating a PEWS action algorithm 

will provide a comprehensive evidence-based PEWS program.  Nurses assign PEWS 

scores to patients using standardized assessment criteria (Agulnik et al., 2016; AHRQ, 

2009; Demmel et al., 2010; Tucker et al., 2009).   Based on the individual patient PEWS 

scores, nurses reference the PEWS action algorithm for guidance to perform additional 

patient assessments and/or interventions including the activation of PRRT alerts when 
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appropriate (AHRQ, 2009; Tucker et al., 2009).  Utilizing a PEWS action algorithm not 

only provides nurses with guidance for action, it also empowers them to act, increases 

their critical thinking skills, increases self-efficacy, and improves their interdisciplinary 

communication and teamwork skills (AHRQ, 2009; Demmel et al., 2010).    

Purpose 

The children’s hospital had an incomplete PEWS.  The hospital previously 

adopted the CHCA’s recommendation for implementing a PEWS scoring tool; however, 

the hospital did not implement a PEWS action algorithm to guide nurses’ minimal actions 

based on the individual child’s PEWS score (Bell et al., 2013; Tucker et al., 2009).  The 

hospital planned to implement a PEWS action algorithm by the second quarter of 2019.  

The pediatric nursing team consistently assessed each patient every four hours using a 

preexisting PEWS scoring tool, then assigned and documented the PEWS scores.  The 

PEWS scores were not routinely shared during hand-off of care or with other members of 

the health care team.  In addition, the pediatric nurses and members of the 

interdisciplinary team did not have a shared mental model for the level of illness severity 

corresponding with the PEWS scores and color-coded system.  My purpose in this project 

was to educate the pediatric nursing staff on a comprehensive PEWS program: (a) revised 

existing PEWS scoring tool; and (b) new PEWS action algorithm.  My goals in this 

project were to increase the nurses’ situational awareness of subtle changes in their 

patients’ physiological status and empower nurses to activate PRRT alerts when 

necessary to improve patient outcomes.  
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 The PICOT question for this doctoral project was as follows: In the pediatric 

nurses working within a children’s hospital, how does the education of a PEWS action 

algorithm impact the knowledge, situational awareness and attitude of pediatric nurses in 

activating PRRT alerts as measured by post-education knowledge surveys (EKSs) when 

compared to the pre-EKSs prior to the education on the PEWS action algorithm?  

 I addressed the gap-in-practice by providing the health care team with a 

comprehensive PEWS that included both of the required components of an evidence-

based PEWS: (a) reliable and valid PEWS scoring tool to identify children at risk for 

clinical deterioration; and (b) action algorithm to promptly manage clinical deterioration 

(Agulnik et al., 2016; AHRQ, 2009; Bell et al., 2013; Demmel et al., 2010).  The nursing 

staff received education on the revised PEWS scoring tool and new PEWS action 

algorithm to accomplish the following goals: (a) increase their knowledge of the 

standardized language of the PEWS score, assessment criteria and the process for 

identifying early clinical deterioration in pediatric patients; (b) develop a shared mental 

model for the illness severity of a patient based on the PEWS score; (c) understand the 

process of the PEWS action algorithm to ensure a timely response from the medical team 

to diagnose the issue and order appropriate and timely interventions;  (d) improve 

communication skills; (e) improve team building skills; (f) empower them to act; and (g) 

increase their self-efficacy to act (AHRQ, 2009; Murray et al., 2015).    

Nature of the Doctoral Project 

 Early recognition of children at risk for deterioration has become a focus for 

improving outcomes for hospitalized children (Akre et al., 2010; Bell et al., 2013; 
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Bellamo, 2012; Demmell et al., 2010; Douglas et al., 2016; Duncan, Hutchison & 

Parshuram, 2006; Haines et al., 2006; Parshuram, Bayliss, Reimer, & Blanchard, 2011; 

Skaletzky, Raszynski, & Totapally, 2012; Tucker et al., 2009).  PEWSs were developed 

to include objective clinical indicators and risk assessment tools to identify children at 

risk for deterioration and enable early recognition of changes in a child’s physiologic 

condition (Akre et al., 2010; Duncan, Hutchison and Parshuram, 2006; Haines, Perrott, & 

Weir, 2006; Parshuram et al., 2011; Skaletzky et al., 2012; Tucker et al., 2009).   

According to Shein et al. (1990), Franklin et al. (1994), and Buist et al. (1999), a 

substantial number of researchers highlight the fact that avoidable adverse clinical events 

are experienced by hospitalized patients (Jankuloski et al., 2011).  Buist et al. (1999) 

argued that these adverse clinical events are “rarely sudden and unpredictable” as they 

are often preceded by one or more signs of physiologic and/or biochemical deterioration 

(Jankuloski et al., 2011).  DeVita et al. (2006) identified flaws in the traditional health 

care model for responding to subtle signs of clinical deterioration and fault this model for 

substantial delays in response and initiation of treatment for patients exhibiting early 

signs of clinical deterioration (Jankuloski et al., 2011).  DeVita et al. (2006) recommend 

for the traditional health care model to implement the following six steps to successfully 

identify and respond to early signs of clinical deterioration in patients: 

• Timely response by all staff in a well-coordinated manner. 

• Correct diagnosis of the problem.  

• Communicating an accurate assessment of severity of the patient’s condition.  

• Take prompt and appropriate action.  



9 

 

• Document the actions taken.  

• Document the patient response to the intervention(s) (Jankuloski et al., 2011).   

 The six steps described by DeVita et al. (2006) were easily applied to this 

education project.  A comprehensive PEWS includes a PEWS scoring tool and PEWS 

action algorithm.  Used in conjunction, these tools provide the health care team with a 

standardized language, assessment criteria and process for identifying early clinical 

deterioration in pediatric patients (AHRQ, 2009; Murray et al., 2015).  The nurse 

performs patient assessments and assigns PEWS scores on every pediatric patient in 

his/her care every four hours.  The PEWS score provides the health care team with an 

accurate assessment of the patient’s illness severity.  Based on the PEWS score, the 

PEWS action algorithm provides guidance for nursing actions to ensure a timely response 

for intervention in a well-coordinated manner.  The action algorithm also includes a 

process for escalating communication with the health care team as well as additional 

assessments by the primary nurse and other members of the interdisciplinary team 

(AHRQ, 2009; Murray et al., 2015).  The PEWS action algorithm also directs nurses to 

document actions taken by the nurse and interventions administered to the patient as well 

as the patient’s response to the intervention.  The sources for evidence to measure the 

success of this project were the EKSs that were administered and collected immediately 

prior to and after the PEWS education session (pre- and post-EKSs).   

My purpose in this project was to educate the pediatric inpatient nursing staff on a 

comprehensive PEWS with an emphasis on learning how to use the new PEWS action 

algorithm.  The goal of educating nurses on this comprehensive PEWS is to improve 
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patient outcomes by standardizing language, assessment criteria, and the process for 

identifying early clinical deterioration in pediatric patients, decreasing and/or eliminating 

barriers associated with escalation of care, and providing a tool to guide nursing actions 

for prompt immediate treatment (Agulnik et al., 2016; AHRQ, 2009; Bell et al., 2013; 

Demmel et al., 2010; Murray et al., 2015).  In addition, I intended this project to 

empower the nursing team by increasing their self-efficacy and confidence in their skills 

of assessment, critical thinking, and communication to promote a cultural change from 

one that is resistant to activating PRRT alerts to one that proactively activates them when 

indicated.  Other goals included the development of a shared mental model among nurses 

for a patient’s illness severity and an understanding of the relationship between early 

identification of risk for deterioration, activation of PRRT alerts, timely interventions, 

and improved patient outcomes.         

Significance 

 The setting for this project was a children’s hospital within a Magnet designated 

suburban, not-for-profit, teaching university medical center in the mid-eastern United 

States.  Although I focused this project on the inpatient pediatric unit, numerous 

stakeholders existed beyond the physical location of the unit.  The senior nursing 

leadership team members were stakeholders in this project because they are responsible 

for leading initiatives focused on patient safety and quality as well as achieving the 

organization’s goal of zero patient harm (A. Conte, personal communications, August 16, 

2017).  This leadership team had the power to provide resources to support the various 

phases of the project: education, implementation and evaluation.  Members of the senior 
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nursing leadership team included the senior vice president of nursing and network chief 

nursing officer (CNO), vice president and hospital chief nurse executive (CNE), senior 

manager of patient care services, corporate director of nursing education and quality, 

Magnet program director, manager of corporate education, and director of center for 

nursing.  Local nursing leader stakeholders in the children’s hospital included the nurse 

managers and nurse manager assistants of the pediatric and PICU departments, the nurse 

manager of the nursing supervisor team, pediatric clinical nurse educator, and co-chairs 

of the unit-based professional practice committee.  These local leaders supported the 

project leader on the unit level.  The primary stakeholders for this project were the staff 

nurses working in the inpatient pediatric unit.  Nurses providing direct patient care are 

responsible for accurately assessing pediatric patients’ level of risk for deterioration by 

using the PEWS scoring tool and following the PEWS action algorithm to guide nursing 

actions based on the PEWS score.  The success of this project was dependent on the 

knowledge and attitudes of staff nurses about the PEWS and their ability to use the 

PEWS tools properly.  Buy-in consisted of more than nurses adopting the concept of 

PEWS, it required active learning to use the PEWS tools and understand the processes of 

the PEWS.  The nursing staff was part of the interdisciplinary team therefore; members 

of the medical team were included as key stakeholders as they are responsible for 

responding to the nurse’s call for action.  The medical team included the chairman of the 

pediatric department, director of women’s and children’s services, PICU intensivists, 

pediatric hospitalists and pediatric resident physicians.  Interdisciplinary education and 
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collaboration should foster improvements in communication and teamwork, putting the 

patient at the center of care.   

 The potential contribution of this doctoral project to nursing practice is the 

improvement of patient outcomes by educating nurses about an evidence-based PEWS 

inclusive of a PEWS action algorithm.  This project demonstrated that a well-planned 

education project had a positive impact on pediatric nurses’ confidence to activate PRRT 

alerts.  The education program increased the nurses’ knowledge and self-efficacy, which 

should empower them to act in the future.  This project has the potential to be 

transferable to inpatient pediatric units in other children’s hospitals by demonstrating the 

effectiveness of an EBP that addresses similar interests among children’s hospitals which 

may strongly influence the transferability of information (Burchett, Mayhew, Lavis, & 

Dobrow, 2012).  The use of the PEWS scoring tool may also be transferable to pediatric 

emergency departments (EDs) to determine the level of patient care assigned for a 

pediatric patient and PICUs to determine a patient’s readiness to be transferred to a lower 

level of care (Gold et al., 2014).  The potential for positive social change is improved 

outcomes for the pediatric patient population.  Providing education on a comprehensive, 

evidence-based PEWS should provide the staff nursing team with a process for 

identifying early clinical deterioration in their pediatric patients and guide their nursing 

actions for additional assessments and prompt immediate treatment (AHRQ, 2009; 

Murray et al., 2015).   
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Summary 

A growing body of evidence reveals that health care providers often miss 

observable signs of clinical deterioration exhibited by pediatric patients outside of ICU 

areas in the hours preceding a cardiac and/or respiratory arrest (Gold et al., 2014; 

Jankuloski et al., 2011; Murray et al., 2015).  Research also demonstrates there are delays 

in implementation of interventions and nurses are often reluctant to activate PRRT alerts 

even when a child exhibits clear signs of deterioration secondary to personal and/or 

system barriers (Astroth et al., 2013; Jenkins et al., 2015).  Failure to rescue patients has 

been associated with poor patient outcomes (AHRQ, 2009).  A PEWS is an EBP that 

provides tools for tracking PEWS scores and triggering actions guided by the PEWS 

action algorithm.  The goal of a PEWS is to improve patient outcomes for hospitalized 

children in non-ICU areas by using a reliable and valid PEWS scoring tool to identify 

children at risk for clinical deterioration in combination with a PEWS action algorithm to 

guide nursing actions to get prompt, immediate help to the bedside (Agulnik et al., 2016; 

Bell et al., 2013; Demmel et al., 2010).       
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Section 2: Background and Context 

Introduction 

Despite clear hospital guidelines for activating the PRRT when a child 

demonstrates signs and symptoms of clinical deterioration, the nursing culture of the 

inpatient pediatric unit was resistant to activating the PRRT.  This culture was consistent 

with studies that identified a variety of barriers preventing nurses from activating PRRTs 

even when a child exhibits clear signs of deterioration (Astroth et al., 2013; Carter, 2015; 

Jankuloski et al., 2011; Jenkins et al., 2015; McLellan, & Connor, 2013).  Nurses 

reported a variety of reasons for not activating the PRRT when appropriate including 

negative attitudes, remarks, and comments conveyed by the PRRT, belief that the 

pediatric resident’s and/or attending physician’s awareness of the situation was enough, 

and/or lack of self-efficacy in their nursing competencies (Astroth et al., 2013; Jenkins et 

al., 2015).      

The PICOT question for this doctoral project was as follows: In the pediatric 

nurses working within a children’s hospital, how does the education of a PEWS action 

algorithm impact the knowledge, situational awareness and attitude of pediatric nurses in 

activating PRRT alerts as measured by post-EKSs when compared to the pre-EKSs prior 

to the education on the PEWS action algorithm?  

The purpose of this project was to educate the pediatric nursing staff on a 

comprehensive PEWS program: (a) revised existing PEWS scoring tool; and (b) new 

PEWS action algorithm.  My goals in this project were to increase the nurses’ situational 
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awareness of subtle changes in their patients’ physiological status and empower them to 

activate PRRT alerts when necessary to improve patient outcomes.  

Concepts, Models, and Theories 

 My focus in this doctoral project was education.  An abundance of literature is 

available on the principles of adult learning however; one single theory is not fully 

supported over another due to the diverse manners in which adults learn (Curran, 2014).  

As such, I blended key components of three complementary education theories to provide 

the theoretical underpinnings for this education project: (a) Knowles’s adult learning 

theory; (b) Kolb’s model of experiential learning; and (b) Bandura’s social cognitive 

theory (SCT) (Curran, 2014).  I used Kirkpatrick’s four level evaluation model to guide 

my doctoral project and evaluation of the outcome.   

 Knowles’ adult learning theory is learner-focused and collaborative in nature 

(Curran, 2014; Mitchell & Courtney, 2005).  Knowles describes the andragogical model 

as the art and science of helping adults to learn (Curran, 2014; Mitchell & Courtney, 

2005).  Knowles’s theory is rooted in the humanistic philosophies of Maslow and Carl 

Rogers (Mitchell & Courtney, 2005).  According to Worley (2001), Merriam, and 

Caffarella, Knowles’s humanistic approach to learning influences the thought processes, 

behaviors, and emotions of the learner (Mitchell & Courtney, 2005).  Adult learners, 

according to Knowles, are less interested in the content of education than they are in the 

learning process and its relevance to their life circumstances (Curran, 2014).  The 

foundation of Knowles’s theory is based on six key assumptions about adult learners:  

• Need to know why they should learn something.  
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• Need for autonomy and self-direction.  

• Life experience serves as a resource for learning.  

• Readiness and/or applicability of the information to the learner’s life situation.  

• Motivation to learn.  

• Problem-solving or task-focused orientation to learning (Curran, 2014; 

Mitchell & Courtney, 2005).   

All the key assumptions of Knowles’s adult learning theory applied to this project.  The 

participants were recruited by providing them with information about the project, purpose 

and goals which satisfied the adult learner’s need to know why they should learn about 

the PEWS.  It also provided the nurses with a motivation to learn.  The voluntary nature 

of participation satisfied the learner’s need for autonomy and self-direction as well as the 

readiness to learn information relevant to the learner’s professional knowledge base, 

skills and responsibilities.  The clinical scenarios (case studies) provided in the PEWS 

class engaged learners in problem-solving and/or task-focused learning events and 

provided opportunities for learners to share life experiences which may have served as 

additional resources for learning (Curran, 2014; Mitchell & Courtney, 2005).  Knowles’s 

adult learning theory is illustrated in Figure 1.   
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Figure 1. Knowles’s adult learning theory.  Reprinted from Educational and 

Instructional Technology by Andragogy: The adult learning theory of Malcolm Knowles, 

2014, http://edtechtutorials.blogspot.com/2014/09/adragogy.html.  Copyright 2014 by 

Andragogy.  The adult learning theory of Malcolm Knowles. 

 

 Kolb’s model of experiential learning is a middle-range learning theory based on 

Kolb’s belief that learning occurs by the “grasping” (understanding) of experience 

(Fowler, 2008; Lisko & O’Dell, 2010; Manolis, Burns, Assudani, & Chinta, 2013).  

Kolb’s model facilitates learning through the following actions:  

• By doing.  

• While experiencing. 

• With hands on practice.  

• With reflection (Hill, 2017).   
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Kolb (1984, p. 38) described learning as the ‘process whereby knowledge is created 

through the transformation of experience’ (McLeod, 2013, p. e1).  Kolb’s theory includes 

a four-stage cycle of learning and four distinct learning styles (Hill, 2017; McLeod, 

2013).  The four stages of the experiential learning cycle include: 

• Concrete experience (CE). 

• Reflective observation (RO). 

• Abstract conceptualization (AC). 

• Active experimentation (AE) (Hill, 2017; Manolis et al., 2013; McLeod, 

2013).   

The four learning styles include:  

• Accommodating (CE/AE). 

• Converging (AC/AE).  

• Diverging (CE/RO). 

• Assimilating (AC/RO) (Manolis et al., 2013; McLeod, 2013).   

Learners may enter the cycle of learning at any stage however; for learning to be 

effective, they must progress through each stage of the learning cycle in sequence (Lisko 

& O’Dell, 2010; McLeod, 2013).  An individual’s preferred learning style is the product 

of two pairs of variables along the process and perception continuums, develop over time 

and influenced by factors such as the individual’s cognitive structure, social 

environmental and educational experiences (Lisko & O’Dell, 2010; Manolis et al., 2013; 

McLeod, 2013).  Kolb illustrated the continuums by using lines of an axis, each of which 

has conflicting learning styles at either end: (a) the east-west axis represents the process 
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continuum (AE/RO); and the north-south axis represents the perception continuum 

(CE/AC) (Manolis et al., 2013; McLeod, 2103).  The model can also be seen viewed as a 

two-by-two matrix which represents a combination of two preferred styles (McLeod, 

2013).   

 The interactive nature of the PEWS class supported Kolb’s description of learning 

as the ‘process whereby knowledge is created through the transformation of experience’ 

(McLeod, 2013, p. e1).  The PEWS class provided didactic information that was 

reinforced by the learner’s experience by doing, while experiencing, with hands on 

practice, and with reflection (Hill, 2017).  Clinical scenarios (case studies) provided 

opportunities for learners to calculate PEWS scores and use the PEWS action algorithm 

to guide actions based on the PEWS score.  The learners shared past experiences and 

reflected on how the new information and PEWS tools may have affected outcomes in 

the past.  Kolb’s Model of Experiential Learning is illustrated in Figure 2.   
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Figure 2. Kolb’s model of experiential learning.  Reprinted from Simply Psychology by 

McLeod, 2017, https://www.simplypsychology.org/learning-kolb.html.  Copyright 2017 

by McLeod.    

 

 Bandura’s SCT is a middle-range behavior and learning theory that postulates that 

people learn from one another by means of observation, imitation, and modeling (Garcia, 

2016; McEwen & Mills, 2014).  SCT differs from other behavioral change and social 

learning theories in that its foundation is based on the concept of reciprocal determinism 

in which Bandura (1986) affirms that human behavior is influenced by continuous, 

bidirectional interplay of three key elements: personal factors (cognition, affect, and 

biological events), environmental influences, and resulting behavior (Garcia, 2016; 

Hodges & Videto, 2011).  SCT emphasizes that cognition plays a critical role in peoples’ 

ability to alter their environment, self-regulate, translate information, and execute 

behaviors (Weld, Padden, Ramsey, & Bibb, 2008).  SCT is rooted in the concept of 
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human agency in which people are individual agents who proactively participate in their 

self-development and can create outcomes based on their own actions (Hodges & Videto, 

2011).  The three core constructs of SCT are self-efficacy, self-control, and expectations 

(Elmore & Sharma, 2013; Hodges & Videto, 2011; Sosa, 2012).  According to Bandura 

(1986), a crucial element for the human agency is self-efficacy (Grossklaus & Marvicsin, 

2104, p. 72; Hodges & Videto, 2011).  Other constructs of SCT include environment, 

behavioral capacity, observational learning, and reinforcements (Knol et al., 2016). 

The concept of reciprocal determinism is applicable to this project because nurses 

were reluctant to activate PRRTs secondary to barriers such as their lack of knowledge, 

guidance for action, and self-efficacy in their nursing competencies (AHRQ, 2009; 

Astroth et al., 2013; Jenkins et al., 2015).  My purpose in this project was to educate the 

pediatric nursing staff on a comprehensive PEWS program with goals of increasing the 

nurses’ situational awareness of subtle changes in their patients’ physiological status and 

providing them with an action algorithm to empower them to activate PRRT alerts when 

necessary to improve patient outcomes.  Bandura’s SCT is illustrated in Figure 3.  
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Figure 3. Bandura’s social cognitive theory.  Reprinted from SBCC for Emergency 

Preparedness by Johns Hopkins University, 2016, http://www.euromonitor.com/.  

Copyright 2016 by Johns Hopkins University.   

 

Promoting and facilitating the integration of evidence into nursing practice 

improves and enhances nursing practice-related outcomes (Curran, 2014).  Successful 

integration of EBP requires education methods that promote learning by actively 

engaging the learners in the process, transfer of learning into nursing practice. and 

organizational knowledge and excellence (Curran, 2014).  The various learning styles of 

adult learners requires educators to be creative in their teaching methods (Curran, 2014; 

Lisko & O’Dell, 2010).  The three for mentioned adult learning theories capture key 

elements associated with adult learning and in some cases, share overlapping concepts.  

Infusing the elements of three different learning theories helped ensure learning transfer 

by incorporating learning styles that best matched the preferred learning style of each 

http://www.euromonitor.com/
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nurse (McLeod, 2013).  The validity and reliability of these learning theories promoted 

their application in the health care arena for nursing and patient education, and they have 

been successfully applied to motivate behavioral changes in learners (Curran, 2014; 

Lisko & O’Dell, 2010).  The application of these three learning theories contributed to 

meeting my goals in this capstone project which were to increase situational awareness of 

the pediatric nurses and empower them to activate PRRT alerts when necessary to 

improve patient outcomes.  Learning the level of illness severity associated with 

individual PEWS scores and following the corresponding PEWS action algorithm were 

relevant to the pediatric nurses’ clinical practice therefore; should promote critical 

thinking, autonomy to act, and self-efficacy (Curran, 2014; Lisko & O’Dell, 2010).         

 Kirkpatrick’s four level evaluation model was used to guide the development of 

my education project and evaluate the outcome.  Kirkpatrick’s four level approach was 

developed in the 1950s by Donald Kirkpatrick as a model for evaluating learner 

outcomes for the training program industry (Frye & Hemmer, 2012; Kirkpatrick & 

Kirkpatrick, 2007).  According to Bates (2004), Kirkpatrick’s model has been used as the 

primary organizing plan for evaluating training programs for by a variety of institutions 

and organizations such as education, business, and research (Abdulghani, Shaik, & 

Khamis, 2014; Frye & Hemmer, 2012).  Kirkpatrick’s evaluation model provides an 

action-oriented design and useful tools for developing results driven education programs 

(Kirkpatrick & Kirkpatrick, 2007).  This model also provides a logical and systematic 

approach for gathering data useful for evaluation (Abdulghani et al., 2014).  Kirkpatrick’s 

model focuses on program outcomes in relation to the program’s objectives, goals, and 
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Section 5: Dissemination Plan 

Dissemination Plan 

 As a DNP-prepared nurse, I have a responsibility to disseminate the findings of 

my project to a greater audience.  I plan to employ active and passive methods for 

dissemination.  The first audience to be informed of my findings will be the stakeholders 

at the project site.  I will write a project summary to be distributed via email and posted 

on the pediatric in-patient unit.  I will provide an oral and written presentation of my 

executive summary to the site’s Nursing Research Committee.  The site’s IRB will 

receive an electronic copy of the report.  I will provide a poster presentation at my 

organization’s annual nursing research day in the fall of 2019.  I plan to explore 

opportunities for publication of my project in a pediatric nursing journal such as the 

Journal of Pediatric Nursing, HOSPITAL Pediatrics and/or Paediatric Nursing.  Lastly, I 

would like to recruit best practice nurse champions in the in-patient pediatric unit to serve 

as role models that help to translate the comprehensive PEWS program into action and 

sustain the practice change long-term.   

Analysis of Self 

 My journey in planning, implementing and evaluating my DNP project has been a 

positive and enlightening experience as a practitioner, scholar, and project manager.  

Health care reform and the demand for improving the quality and safety of patient care 

are driving forces that require transformational leadership to affect and sustain real 

change.  Nursing leaders have a responsibility to advance nursing practice by 

implementing and enculturating EBP into daily patient care.   
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 As an APN, I serve as a change agent, role model, and mentor for nurses 

providing direct patient care.  All these roles require me to continue my path of lifelong 

learning.  My tenure and established relationships at the project site, years of nursing 

experience, and diversity of clinical experiences and skills helped me to earn the trust and 

respect from nurses and members of the interdisciplinary team who participated in this 

project.  Remaining current in my clinical practice was a key element for identifying the 

gap-in-practice and formulating my practice question.  This project experience pushed me 

beyond my comfort zone and helped me to overcome some of my self-imposed 

limitations.  My experiences throughout this project enhanced my research, leadership, 

and management skills which will help me to improve clinical practice therefore; lead to 

improved outcomes.   

 My intrinsic characteristics led me to embark on this DNP journey.  I possess the 

characteristics described by Bixler and Bixler (1959) that drive nurses to become scholars 

which include highly intelligent, knowledge seeker, inquiring mind, independent thinker, 

self-directed, self-learner, effective communicator, engaged, collaborative, innovative, 

and problem-solver (Robert & Pape, 2011).  This DNP project and my field experiences 

provided many opportunities for me to apply my knowledge and skills for implementing 

change thereby increasing my confidence and skills as a scholar.  My journey toward 

becoming a scholar required me to gain new knowledge and perform critical analysis, 

synthesis, and translation of research data into clinical practice.  Collaboration with my 

organization’s team of nurse scientists and biostatistician provided valuable guidance for 

me as they helped me to determine the methodology for my project and interpretation of 
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the data analysis.  I gained a new appreciation for theory and learned its value in 

planning, implementing, and evaluating my DNP capstone project.     

 The implementation of EBP is one of my responsibilities as a DNP practitioner.  

Leading this project was a great learning experience.  Early engagement of key 

stakeholders was essential to the success of my project.  Effective communication and 

listening skills helped me to gain buy-in from numerous stakeholders including staff 

nurses, senior and department leaders, and intradisciplinary leaders.  I learned to be 

patient, giving practitioners time to process the new information and participate in the 

decision-making process for the planned changed.  I also learned the art of compromise 

while collaborating with stakeholders on the PEWS scoring tool, PEWS action algorithm, 

and PEWS policy.  They provided valuable insights for the project.  I incorporated many 

of their recommendations into my project plan which enhanced buy-in.      

 The measurable outcomes achieved from this project helped to establish my 

credibility and accountability as a leader.  I know that my work is not finished with the 

completion of this project.  I must continue to reinforce education and provide 

opportunities for nurses to apply their new knowledge to sustain permanent changes in 

clinical practice.        

 My professional goals are related to improving patient safety, clinical practice, 

and outcomes.  My long-term plan is to create a business plan for my organization to 

create a pediatric DNP position for me with the primary focus of translating evidence into 

practice at our children’s hospital.  My collaboration with interdisciplinary and 

interdepartmental leaders enabled me to build trusting relationships for future projects.  
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My research activities and critical appraisal of the research helped me to identify relevant 

data and choose sources with high levels of evidence.  Developing this project proposal 

taught me how to organize my thoughts and provide a comprehensive plan for future 

projects.                    

 This education project was completed in a six-week period.  The greatest 

challenge was time.  I provided numerous classes at various times per day and per week 

to provide ample opportunity for nurses to participate.  The nurse manager of the 

pediatric unit was instrumental in helping to provide relief for the nurses to attend class 

on work time.  Analyzing the data was another challenge for me as I am not well-versed 

on the use of data analysis programs.  I am fortunate to have a nursing research center at 

my organization that is committed to guiding nurses performing research projects.  I 

collaborated with several nurse scientists throughout the planning phase of this project 

and elicited the expertise of a biostatistician to help me with data analysis.                  

 This scholarly journey was a great learning experience for me.  Making changes 

in clinical practice is a challenging process and requires perseverance.  Extensive 

planning, communication, and collaboration with stakeholders are essential components 

for implementing EBP changes.  An accurate assessment of the clinical environment is 

necessary to identify gaps in practice.  The environmental assessment requires 

communication with the nursing team to identify barriers and gain buy-in for proposed 

practice changes.  Performing an extensive literature search is time-consuming because it 

requires critical analysis of the data.  I learned how to manage large volumes of research 

data and methods for organizing my thoughts.  I have a new appreciation for the 
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importance of theory in practice.  I was most excited to observe how the theoretical 

frameworks of this project not only helped me to plan, they were crucial elements to the 

success of my project.          

Summary 

 Early identification of pediatric patients at risk for clinical deterioration is critical 

for providing timely interventions and decreasing the rates of negative consequences 

associated with the failure to rescue.  Health care providers often miss observable signs 

of clinical deterioration exhibited by pediatric patients outside of ICU areas, causing 

significant delays in implementation of interventions.  The PEWS was developed to 

standardize language, assessment criteria, and the process for identifying early clinical 

deterioration in pediatric patients in non-ICU areas as well as guiding nursing actions for 

additional assessments and prompt immediate treatment, including the activation of 

PRRT alerts (AHRQ, 2009; Murray et al., 2015).  Other benefits associated with using a 

PEWS include improving communication and teamwork between the interdisciplinary 

health care team and creating a sense of empowerment within the nursing team to act 

(AHRQ, 2009; Demmel et al., 2010).   

Consistent with many studies, the nursing culture of the inpatient pediatric unit at 

this project site was resistant to activating the PRRT even when a child exhibited clear 

signs of deterioration (Astroth, et al., 2013; Jenkins et al., 2015).  The purpose of this 

project was to educate the pediatric nursing staff on a comprehensive PEWS program 

inclusive of a PEWS action algorithm.  The nursing staff received education on a revised 

PEWS scoring tool and the new PEWS action algorithm.   
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  A non-parametric test, Wilcoxon-signed ranks, was used to analyze the matched 

pair data, n = 30.  Pre- and post-EKS scores were compared to determine if learning 

occurred and if the education program impacted the knowledge and attitude of pediatric 

nurses to activate PRRT alerts.  The descriptive statistics and Wilcoxon-signed ranks 

tests for the four self-efficacy questions show that the overall mean score was higher 

(more confident) for the post-EKSs compared to the pre-EKSs.  The Wilcoxon-signed 

ranks tests was statistically significant for all four self-efficacy questions, p-value < 0.05.  

 The descriptive statistics for the factual knowledge questions (1-8) show the 

overall number and percentage of correct responses were higher for the post-EKSs 

compared to the pre-EKSs for all the eight questions.  The Wilcoxon-signed ranks tests 

was statistically significant for 7 out of 8 factual knowledge questions, p-value < 0.05. 

Knowledge question 7 was not statistically significant, p-value > 0.05.  The descriptive 

statistics for the application questions (9-10) show that the number and percentage of 

correct responses was higher for the post-EKSs compared to the pre-EKSs for question 9 

but slightly lower for question 10.  The Wilcoxon-signed ranks test was statistically 

significant for application question 9, p-value < 0.05. 

 The goals of this project were to increase the nurses’ situational awareness of 

subtle changes in their patients’ physiological status and empower nurses to activate 

PRRT alerts when necessary to improve patient outcomes.  The data analysis shows that 

the pediatric nurses’ self-efficacy for activating PRRT alerts and knowledge were 

increased following this education intervention.  I addressed the gap-in-practice with this 

doctoral project by providing the health care team with a comprehensive PEWS which 
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included a reliable and valid PEWS scoring tool to identify children at risk for clinical 

deterioration and an action algorithm to promptly manage clinical deterioration.     
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Appendix B  

 

 

 

 

 

 

Recruitment e-mail to send to prospective pediatric nursing staff participants 

 

Dear Pediatric Inpatient RN Staff,  

 

My name is Ruthann Kosick.  I am a DNP student at Walden University.  I am 

seeking nurses who currently provide direct patient care to children admitted to the 

pediatric inpatient unit at K. Hovnanian Children’s Hospital to participate in an 

education project.  The purpose of this project is to educate the pediatric nursing 

staff on a comprehensive pediatric early warning system (PEWS) to increase their 

situational awareness of subtle changes in their patients’ physiological status and 

empower nurses to activate pediatric rapid response (PRRT) alerts when necessary 

to improve patient outcomes.       

 

Your time commitment to participate in this education project will be approximately 

75 minutes.  If you are interested in participating or learning more about this 

educational opportunity, please respond to this e-mail. Thank you.  

 

Ruthann Kosick, MSN, RN, CCRN, CPN, CBC 

Ruthann.Kosick@hackensackmeridian.org  

 

 

mailto:Ruthann.Kosick@hackensackmeridian.org
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Appendix C: PEWS Recruitment Flyer 
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Appendix D1: PEWS Preeducation Knowledge Survey 
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Appendix D2: PEWS Preeducation Knowledge Survey 

 

 

 

 

 



97 

 

Appendix E1: PEWS Posteducation Knowledge Survey 
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Appendix E2: PEWS Posteducation Knowledge Survey 
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Appendix L4: PEWS Policy 
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Appendix L5: PEWS Policy 
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Appendix L6: PEWS Policy 
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Appendix M2: Abbreviations 

 

NMA   Nurse Manager Assistant 

NP   Nurse Practitioner 

NPSG   National Patient Safety Goals 

PCT   Patient Care Technician 

PEWS    Pediatric Early Warning System 

PICU   Pediatric Intensive Care Unit 

PPT   PowerPoint 

RN   Registered Nurse 

PRRT   Pediatric Rapid Response Team 

RRT   Rapid Response Team 

SCT   Social Cognitive Theory  

TJC   The Joint Commission on Accreditation of Healthcare   

   Organizations 

YTD   Year-to-Date 


