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Why is sepsis  
an important topic?

Sepsis is when the body’s response 
to infection injures its own tissues 
and organs. It is a life-threatening 
condition arising when the body’s 
abnormal, or ‘dysregulated’, immune 
response to an infection causes 
organs to start failing.

~ Every year, sepsis claims 
the lives of at least 44,000 
people ~ 
Sepsis can be triggered by any 
infection, but most commonly it 

occurs in response to bacterial 
infections of the lungs, urinary tract, 
abdominal organs or skin and soft 
tissues.

Caught early, outcomes are excellent. 
Left unchecked, the patient is likely 
to spiral to multi-organ failure, septic 
shock and death. It is estimated that, 
every year, sepsis claims the lives of 
at least 44,000 people.

~ Every hour five people are 
killed by sepsis in the UK ~

It is essential that staff at ELHT are 
equipped with the knowledge to 
recognise and treat sepsis. Every 
member of staff that has contact 
with patients should be able to spot 
the tell-tale signs of sepsis. Quick 
diagnosis and treatment is the key to 
making a full recovery. By ensuring 
a competent and knowledgeable 
workforce we can effectively treat 
patients with sepsis without long 
lasting problems.
 
Who can get sepsis?

Sepsis can affect any age and any 
gender. The people most at risk: 

• older than 75 years

• patients with compromised  
immune systems  
(eg on steroids or undergoing 
chemotherapy treatment)

• pregnant women

• neonates

When caring for patients,  
especially those who fall under the 
risk categories or those who are 
fighting any type of infection, you 
must be extra vigilant with monitoring 
their state. Make a conscious effort to 
check for signs of sepsis. 
 
~The most common sites of 
infection leading to sepsis 
are the lungs which can be 
infected by pneumonia.~ 
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How do I recognise  
sepsis?

Sepsis can happen anywhere.  
At home or in hospital and early 
recognition is paramount. There is 
moderate-risk and high-risk sepsis 
and different ages can display varying 
symptoms.   The majority of our 
hospital patients with sepsis have 
come from their homes and attend 
the Emergency Department with 
symptoms.

~ Nationally 70% of sepsis 
cases develop in the 
community ~

As the amount of care provided in 
the community rises it has become 
increasingly important to recognise 
the deteriorating patient. At home, or 
in the community there are ways to 
recognise sepsis. Make sure that you 
are aware of all the signs. 

The key factors are:

Check the patients for all these 
factors and ask the patient, carer 
or relative if they have noticed the 
presence of any of these symptoms. 
Carers and relatives are an important 
part of recognising sepsis; they can 
offer extra information that could aid 
a faster diagnosis. If you have any 
concerns that somebody may be 
displaying signs of sepsis, this needs 
to be escalated immediately. If you 
are a non-clinical member of staff 
working at the hospital, tell a member 
of the nursing team or a clinician 
about your observations.  

 Slurred speech

 Extreme shivering/muscle pain

 Passing no urine (in a day)

 Severe breathlessness

 “I feel like I might die”

 Skin mottled or discoloured

How do I recognise sepsis in adults? 

Think sepsis if the patient:

• Is triggering an early warning score >3 (see note on Early Warning 
Scores)

• Looks ill (to a health professional or an unusually concerned relative)

• Has signs of infection

Early Warning Scores

The National Early Warning Score (NEWS) is a tool designed to identify 
patients at risk of deterioration. ELHT uses NEWS for adults at risk and 
the Paediatric Early Warning Score (PEWS) for young patients at risk. For 
maternity patients ELHT have recently rolled out a new Modified Early 
Obstetric Warning Score (MEOWS) chart, which should be used for any 
pregnant patients from their first positive pregnancy test until six week after 
post partum.

How to recognise high-risk sepsis
• Responds only to voice of pain/unresponsive

• Acute confusional state

• Systolic BP ≤ 90mmHg (or drop > 40 from normal)

• Heart rate > 130 per minute

• Respiratory rate ≥ 25 per minute

• Needs Oxygen to keep SpO2 ≥ 92%

• Non-blanching rash, mottled/ashen/cyanotic

• Not passed urine in last 18hrs/UO < 0.5ml/kg/hr

• Lactate ≥ 2.0 mmol/l

• Recent chemotherapy (28 days)
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How to recognise 
sepsis in children
Sepsis in children can be difficult to 
spot, particularly as a large portion 
of children will present to medical 
services with symptoms of infection, 
most of which will be self limiting. 
Parents are often our best indicators 
of a problem, they know their child 
best – If a behaviour has changed 
or if the child is particularly clingy or 
irritable.

~ Parents are often our best 
indicators of a problem, they 
know their child best ~

~ Sepsis takes the lives of 
over 25,000 children each 
year in the UK– more than 
childhood cancers ~

Think sepsis if:
• Child is triggering a PEWS score 

>3 (see note on Early Warning 
Scores)

• Parent, carer of staff member is 
very worried about the child

• Signs of infection

Ten years ago, sepsis was the 
leading cause of direct maternal 
death in the United Kingdom. It still 
remains one of the leading causes 
of death but a greater focus on it has 
helped to bring the number of deaths 
down.  

Maternal sepsis can occur because of 
an infection related to the pregnancy 
or one that is totally unrelated, 
such as a urinary tract infection 
or pneumonia.  This is why some 
patients may be managed on the 
obstetric unit in Burnley and some in 
other areas in Blackburn such as ED, 
AMU and STU.

The most difficult aspect of 
recognising sepsis in pregnancy 

is differentiating it from the normal 
physiological changes of pregnancy 
which it overlaps.  This is why 
pregnant patients need to have a 
different early warning scoring system 
(MEOWS). 

Think sepsis if:

• Mother is scoring >2 on their 
MEOWS (see note on Early 
Warning Scores)

• Very high (over 38.3c) or very low 
(less than 36c) temperature

• They are extremely sleepy or 
confused

• Fast heartbeat

• Fast breathing or breathlessness

How to recognise sepsis  
in women who are pregnant or recently  
(6 weeks) given birth?



Neutropenic Sepsis is a life 
threatening complication of anti-
cancer treatment. The term is used 
to describe a significant inflammatory 
response to a presumed bacterial 
infection in a person with or without 
fever whose Neutrophil count is <0.5.

Chemotherapy can supress bone 
marrow functioning and cause 
immunosuppression, making patients 
more susceptible to infection.  
Patients may have minimal symptoms 
but can deteriorate rapidly.  Infection 
in a neutropenic patient can be life 
threatening. 

If a patient has received 
chemotherapy treatment within 
the last 28 days and is presenting 
with a high temperature or any other 
symptoms, you should think sepsis. 
Always remember to make

chemotherapy patients aware of the 
signs of sepsis and the importance 
of seeking medical help if they do 
present  with symptoms.

Audits at ELHT revealed that 
patients receive treatment quicker if 
they telephone the Chemotherapy 
Helpline and admission is arranged 
via  AMU or Ambulatory Care rather 
than presenting to the Emergency 
Department. With this in mind, please 
promote the use of the chemotherapy 
helpline to our patients - 
(01282) 805162 or (01254) 734590

Neutropenic sepsis

Our performance and improvements
In accordance to NICE guidelines, neutropenic sepsis patient must receive 
IV antibiotic within one hour.

The Acute Oncology Team carry out audits to monitor compliance with 
these guidelines. After the introduction of a seven day service, there was a 
significant spike in compliance with the percentage of neutropenic sepsis 
patients being given antibiotics within the hour shooting from 46% in 2013 
up to 85% in 2017.

What can I do?
Listen to patients, relative and 
carers

You will have noticed the emphasis 
we have placed on listening to 
patients, relations and carers when 
recognising sepsis. 

It is vital we listen to our patient  
and concerned relatives. If they  
are saying they have never been this 
sick, we need to listen and act. 
Even with advanced diagnostic 
technology, patients and their 
relatives/carers have special 
knowledge about themselves that 
technology cannot tell us. We should 
always view the patient as a partner 
in their own healthcare.

“Listen to the patient, he will 
tell you the diagnosis”

William Osler
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What can I do?
Use the sepsis bundles

For any patient presenting with 
symptoms of sepsis it is important 
that they get timely diagnosis and 
treatment. This means escalation of 
any concerns to the relevant clinician 
stating that you think this may be 
sepsis.

Patient appropriate bundles for sepsis 
are available for clinicians to use to 
aid them in making a diagnosis and 
treating sepsis.

These are all available on Oli and 
include bundles for adult sepsis, 
neutropenic, community /Intensive 
Home Support Service (IHSS), age 
appropriate paediatrics bundles, 
maternal sepsis screening tool.

To find the bundles visit Oli:
> Quality Improvement 
>deteriorating patients 
>sepsis

Act quickly 
All ED and inpatients (adult and 
paediatric) who have been diagnosed 
as medium or high-risk sepsis need 
to have the clock icon activated on 
the bedboard. 

             

This is to support the auditing of 
our performance in timely sepsis 
management.

Once sepsis is diagnosed, the patient 
must receive the ‘Sepsis 6’ within the 
hour. 

The Sepsis 6 involves the 
administration of:

• Oxygen if needed
• IV antibiotics
• IV fluid if needed 

and also taking:
• Notes on a fluid balance chart
• Lactates
• Blood cultures

Our specially designed sepsis trolleys 
contain all the elements of the  
Sepsis 6. If you are working on ED, 
AMU A/B, make sure you always 
know where the sepsis trolley is, so 
that it is available to hand in the case 
of an emergency. 

Pay attention to New Confusion

The medical records for high-risk 
sepsis patients are regularly reviewed 
at ELHT. The most common area 
for failing to escalate a patient is 
the Early Warning Scoring for new 
confusion. Often it’s documented 
that the patient has new confusion 
yet marked as ALERT on the 
Early Warning Score therefore 
underscoring. New confusion is a 
medical emergency and should be 
escalated.

In January 2018 East Lancashire 
NHS Trust received a letter from 
the Medical Director for Clinical 
Effectiveness from NHS England 

“I am delighted to inform you that 
you are one of the Trusts that has 
seen the greatest improvements in 
indicators 2a) timely identification 
and 2b) timely treatment of sepsis 
from the CQUIN data. I would 
like to congratulate you and your 
colleagues for all the hard work and 
dedication you have shown.”

Click the clock icon



I arrive for shift at 7:15am to a busy 
Emergency Department. I already 
have three paramedics ready to 
hand patients over. One of these 
patients, Betty, has been very unwell 
overnight. Her husband, Frank has 
noted that she has been extremely 
confused which is very unusual for 
her. 

During the paramedic-nurse 
handover, Betty’s observations were 
reported to be normal with an Early 
Warning Score of 1. There was 
nothing else of note to report.  

What could be the cause for this 
confusion? 

Frank, her husband, tells me that on 
the previous day Betty had said that 
she felt mild abdominal discomfort 
and a lack of appetite but  despite 
these symptoms, Betty had gone 
to bed relatively well.  During the 
night she woke up with an episode 
of vomiting and started to become 
confused. Worried, Frank called 999 
as Betty looked unwell.

Using the Rapid Assessment and 
Treatment process, observations 
are recoded. These must include 
temperature, pulse rate, respiration 

rate, mental status and blood 
glucose. Whilst carrying out this 
assessment we identified Betty’s 
clinical presentation could potentially 
indicate sepsis; she looked visibly 
unwell and was displaying new 
confusion. This sounds like high-risk 
sepsis!

Investigating sepsis requires taking 
blood cultures and a lactate. Some 
of the essential equipment I need 
for assessing and treating sepsis is 
ready to hand in our sepsis trolley. 

~ She looked visibly 
unwell and was 
displaying new confusion 
- this sounds like  
high-risk sepsis! ~

I take the blood cultures and lactates 
immediately and run them  through 
our in-department arterial blood 
gas analyser – a crucial piece of 
equipment – speedy and effective!  

The lactate comes back at 5.0 – we 
need fluids now! 

The Advanced Practitioner assesses 
Betty. It is important that Betty has 
a clinical review within an hour of 

arrival. Our actions so far have 
ensured that Betty has had a clinical 
review within an hour of arrival.  The 
Advanced Practitioner asks Betty and 
her husband some questions and  
examines her. Betty has pain to her 
right upper quadrant. The Advanced 
Practitioner thinks this could be 
biliary sepsis. Antibiotics and fluids 
are prescribed and administered 
immediately.

~ Sepsis has a mortality 
rate of 36% and this rises 
by 8% for every  
1 hour delay in  
treatment ~

One again our sepsis trolley serves a 
vital role and is stocked with fluid and 
antibiotics ready to go.

Biliary tract infections are a major 
cause of mortality in elderly patients. 
In fact, biliary tract infections are 
the second most common cause of 
sepsis in elderly patients. 

By facilitating early detection and 
rapid treatment our ED ensures a 
reduction in  mortality from sepsis. 
Sepsis has a mortality rate of 36% 
and this rises by 8% for every 1 hour 
delay in treatment.

Mortality can be halved if sepsis is 
treated within the hour. 

We are doing well so far! 

Betty has had her initial treatment 
and has been referred to the 
surgeons. Phew! Whilst waiting 
for a bed, Betty will be continually 
monitored and looked after by our 
dedicated ED staff.

 

Getting it right:  
Sepsis in the ED - A Triage Nurse’s journey



Hello, my name is Julie and I’m a 
sepsis survivor.

My interest and passion for raising 
awareness around sepsis stems from 
surviving sepsis myself in 2008. I 
now realise how fortunate I am to be 
here, how quickly it can take hold and 
how important it is that it is spotted, 
diagnosed and treated promptly.

In 2008 a couple of months after 
being discharged from hospital 
(following a cycling accident) I was 
recovering at home when I began to 
feel unwell. I thought I had flu and 
dosed myself with paracetamol over 
the weekend thinking I was a bit run 
down. By Monday I felt much worse 
so my husband ran me down to the 
surgery and they diagnosed cellulitis 
and referred me to my local hospital.  
I was asked to go to A and E.

Once there I was triaged and it was 
felt I had an infection but they were 
unclear whether the infection was in 
my leg or in my jaw. (I had a number 
of injuries and bruises, fractures, and 

haematomas on my face/jaw, hips 
and legs.) So I was passed between 
various departments and then sent to 
another hospital to get checked out 
by their Max/fax department.

 Although the need for antibiotics 
was mentioned on many occasions 
none were given and I continued to 
deteriorate with a high temperate/
rigours/vomiting. 18 hours after first 
presenting at my GP’s I was admitted 
to an emergency bed. Although I felt 
dreadful I enquired re the antibiotics 
as I had not been given any. They 
had not been written up so there was 
a further delay but eventually drips 
were put up and treatment started. 
After 10 days I was discharged on full 
bed rest with my legs bandaged from 
ankle to thigh. 

 A couple of days later the rigours 
started again so my husband took 
me back to the ward I had been 
discharged from a couple of days 
earlier but they said I needed to go 
to A and E. After a delay of approx 
five hours I was seen, my legs 

were unwrapped and foul smelling 
discharge poured from various 
crevices in my left leg.

I was seen by an orthopaedic 
surgeon and IV antibiotics were 
started and I was told I would need 
an urgent operation to remove 
necrotic muscle and hopefully save 
my left leg.

The necrotic muscle was removed 
and after another 10 days in hospital 
I was discharged. A previously 
undiagnosed closed degloving 
injury was discovered in my left 
leg. Following surgery to remove 
the necrotic muscle I needed many 
months of dressings, physiotherapy 
but eventually was able to mobilise, 
return to work and get my life back on 
track.

It took me a long time to fully recover, 
the work on replacing my fractured 
teeth had to be delayed due to 
sepsis episodes (to allow my body to 
recover) and this led to a breakdown. 
(I was ashamed I’d had an accident, 

ashamed I’d not spoken up, ashamed 
of the NHS etc etc-sounds crazy now, 
I know but I was unwell!)

I’d worked for over 30 years for 
the NHS but was not well enough 
to return to the role I had prior to 
my illness so worked four days a 
week in patient safety. As part of 
this role I attended The Patient 
Safety Conference and met Martin 
Bromley (who leads on work around 
Clinical Factors) and mentioned my 
experience to him. He agreed with 
me that there were many lessons to 
be learned from my experience and 
suggested I made a film about it. So 
I did and the next year was asked to 
present the film (www.patientstories.
org.uk Julie’s story) at the Patient 
Safety Conference.

I want to encourage people to “Think 
Sepsis” and not be afraid to ask 
either for themselves or a loved one 
“could this be sepsis?”

Julie’ story
Julie is a sepsis survivor and since her experience she has been dedicated to increasing awareness of sepsis. 

Although Julie’s experience did not take place at ELHT, there are still many lessons to be learnt from her story.
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