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Overview

* Sepsis and associated mortality
* Improving process and outcome - examples
* Aims this project and relation to SPSP work

* Local (preliminary) process data — need for
improvement

* Potential barriers to good care and to
improvement

» Strategy for improvement
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Definitions and mortality

* SIRS (Systemic * Severe sepsis = with
Inflammatory Response organ hypoperfusion /
Syndrome)= 2 of: dysfunction

— Heart rate >90 . Mortality 30%

— WCC<4or >11

— Temp <36 or >38 * Septic shock = with
— Resp rate >20 hypotension

* Sepsis = SIRS due to unresponsive to fluids
infection and/or requiring

vasopressor support
— Mortality 50%

— Mortality 15%
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Improving process and outcome

1. RCT: EGDT in severe sepsis/shock on admission —
mortality reduced from 46.5% to 30.5%

2. Compliance with severe sepsis guidelines reduces
mortality (23% versus 49%)

3. Qlin bloodstream infection: Introduction sepsis
screening tool and severe sepsis guideline reduced
“major errors” in bloodstream from 30% to 8%

4. Ql in CAP: Promotion national guidance increased
timely antibiotics from 33% to 56%

1.Rivers 2001 2. Gao 2005 3. Minton 2008 4. Barlow 2007
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Aims of this work

* To develop and evaluate (ITS) a complex Ql
intervention for sepsis management

— Informed by the literature and by clinical,
questionnaire and interview data from project

* To improve early recognition septic patients
in Ninewells Hospital

— Prompt treatment: antibiotics within 4 hrs

— Prompt assessment: source and severity
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Scottish Patient Safety Program

* Auditing compliance with SEWS charts
— >95% complete in some areas

* Global Trigger Tool case-note reviews
—Response to PSEWS lacking/inappropriate

* Review case-notes after “crash-calls”
— Can deterioration be predicted/arrested?
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Do we need to improve?

* Primary process of care is antibiotics within 4
hours of onset'% 3

* 339 in-patients, mean age 67.5yrs, 57% male

 Time to antibiotics: Mean 10.31hrs, median
5.5hrs

* 40% patients got antibiotic within 4hrs

1. Houck et al, Arch Intern Med 2004, 2. Nguyen et al, Crit Care
Med 2007, 3. Marwick et al JAC 2007




¥ University of Dundee School of Medicine

Where do delays occur?

: 27 _ 3.68 .
Patient Observations Medical
sepsis review
1.00
Red number = mean time 279 7 38
in hours
Purple number = median TICPT 0.00 TICPT
e i hours Ant_lblotlc Antlblptlc
given prescribed
Main delay is in review to 0.83

prescription
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Why do delays occur?

* Questionnaires junior doctors

— Assessing knowledge, opinions and
attitudes about sepsis and Ql

— 147 responses

* Interviews of purposive sample

— Barriers/facilitators to good care and to
intervention

* Results informed improvement strategy
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Preliminary Results - summary
* Overall knowledge was quite good
 BUT only 32% correctly identified sepsis criteria

* Confusion on how to assess severity - clear-cut case
scenario 68% correct

* Treatment choices generally good
* Confidence high (better than knowledge)
* Attitudes to sepsis and guidelines positive

* Barriers — communication, handovers, shift
patterns, low knowledge (others), busy workload....
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Improvement Strategy
* Implement sepsis tools

1. Sepsis screening and severity assessment
2. Management severe sepsis/septic shock

* Education/ awareness raising

— Early detection and treatment of sepsis

* Audit and feedback to clinical groups
— Monthly, unit level numbers
— Critical incidents / near misses



TAYSIDE SEPSIS SCREENING & SEVERITY ASSESSMENT TOOL sept 09) TAYSIDE CARE PATHWAY FOR SEVERE SEPSIS & SEPTIC SHOCK (sept 09)

Assessor name: Patient name: IN THE FIRST HOUR FROM DETECTION OF SEVERE SEPSIS
Grade: CHE: (adapted from www.survivesepsis.org)
Date: Time: TARGET TIME: (one hour from detection severe sepsis) TIME DONE | INITIALS
Complete this form, and file in the case-notes, when you are {tick which applies): 100% oxygen 15litres via trauma mask unless oxygen restriction necessary (in chronic
0 Taking a blood culture and/or screening for sepsis retention aim for 5p0; of 90%)
0 Reviewing an unwell patient, e g. with SEWS >4, where infaction may be the cause IV fluids *  500-1000ml crystalloid bolus over 30-60mins (can be given faster if no
{Only need to complete form once per patient per 48hrs unless change in condition) co-morbidity, e.g. 250ml fluid challenge, stat)
‘ SEPSIS IS THE SYSTEMIC INFLAMMATORY RESPONSE SYNDROME (SIRS) DUE TO INFECTION O i ety oy (emiest Tuyencs bellis G 20 (ueslly 1000-
2000ml)
| DOES THE PATIENT HAVE SUSPECTED OR PROVEN INFECTION? »| Alternative diagnosis: ¢ Further boluses of 250-500ml if SBP<90mmHg again
¢ vES NO * Involve middle-grade doctor/consultant if further boluses
SITE OF INFECTION: Manage as appropriate and leave Blood cultures * At least two sets
Evidence (e.g. history, examination, test results): rest of form blank * At least one from fresh venepuncture
* At least one from any central/PICC line

!

DOES THE PATIENT HAVE SIRS?  (Enter |

n
Heart rate: >80/min? o sk advice if does not fit protocol
White cell count: <4or>12x10%2 O
" ie, FBC, lactate, | Bloods taken

IF 2 OR MORE CRITERIA ARE M

10 NOT delay antibiotics in case of difficult

IF THE PATIENT HAS SEWS>/=4 DUE TO INFECTION |/ ] © vemsiuse i~ v carget 7-9g/dl Results documented
Measure urine *  Will usually require urinary catheter
r‘I’ES NO output hourly *  Send urine for culture
1. ASSESS SEVERITY Discuss further management with middle-grade doctor or consultant
2. Take blood cultures, and blocd for U&E’s, LFT's, CRP, glucose, FBC and lactate Manaze local
3. Other investigations, e.g. CXR, as indicated by patient diagnosis and condition N— IF SBP<90mmHg AND/OR LACTATE >4 AND/OR OTHER CAUSE FOR CONCERN AFTER INITIAL FLUID RESUSCITATION
e THEN ENTER 6-HOUR RESUSCITATION
SEVERE SEPSIS IS SEPSIS WITH EVIDENCE OF ORGAN DYSFUNCTION/HYPOPERFUSION p REASSESS PATIENT FREQUENTLY (whether or not entering resuscitation) FIRST REVIEW TIME:
It is a leading cause of death. Early effective intervention improves outcome. guidance
ANY SEVERITY FEATURES PRESENT? (Tick any that apply)
O SBP <90mmHg or decrease >30mmHg from baseline SEVERE SEPSIS & SHOCK 6-HOUR RESUSCITATION
O lactate >/= 2mmolfl (adapted from www.survivingsepsis.org)
) TARGET TIME: (six hours from detection severe sepsis) TIME DONE | INITIALS
O Other evidence of organ hypoperfusion, please state:
- . Transfer HDU Appropriate level of care for the patient
(e.g. oliguria, new onset confusion, hypoxia)
_ . . . ) And/or ICU review
O If SEWS »f= 6 DUE TO sepsis (caution if co-morbidity) then treat as for severe sepsis — = - - -
CVP line insertion In suitable environment but do not delay if transfer delayed
YES NO
L THERAPEUTIC TARGETS AND ACTION REQUIRED IF NOT MET TIME INITIALS
ENTER SEVERE SEPSIS ALL PATIENTS WITH SEPSIS {new onset or deterioration) Tick iffwhen done: CVP 8-12mmHg 500-1000ml IV fluids every 30mins to achieve (reassess fluid status)
CARE PATHWAY O Blood culture, and any other relevant culture, before antibictics Son T 1 Tt fine (NA) infusi
L > mmHAg ani oradrenaline inrusion
IMMEDIATELY O Antibiotics  -a.5.3.p. and WITHIN 4 HOURS of sepsis onset MAP >65mmHg
-use Tayside Antibiotic Man for choice {may be IV or PO) Arterial line if NA required
OR DOCUMENT CLEARLY IF -write “once-off" AND communicate to persen administering
AND WHY NOT -review choice if already on antibiotic Scv0, >70% Transfuse if Hb <7g/d| with target Hb 7-9g/dI
APPROPRIATE: O IV Fluids - if SBP<100mmHg, tachycardia, other chinical indication
) ) ) . ) Dobutamine if above achieved AND Hb >7g/dl BUT ScvO, <70%
O Oxygen -if Sp02 <04% (aim 84-98%, or 88-92% if chronic CO; retenticn)
REFER TO ICU IF NOT RESPONDING OR DETERIORATING (AND APPROPRIATE)




