
I. Sepsis Overview

The Centers for Disease Control and Prevention has declared
sepsis a medical emergency. Sepsis is a rapidly progressive,
potentially fatal condition requiring early diagnosis and imme-
diate treatment; hence the need for the CDC’s recommenda-
tion to “Think Sepsis and Act Fast.”  

Sepsis is defined as a life-threatening organ dysfunction caused
by a dysregulated host response to infection and is associated
with high mortality and morbidity. The septic response is an
extremely complex series of events, resulting in the release of
inflammation mediators which involves both a local reaction
and a systemic response potentially impacting organ function.
Anti-inflammatory mediators regulate the overall immune
response and establish homeostasis. An overwhelming produc-
tion of pro-inflammatory mediators destroy the normal regula-
tion of the immune response and induce pathological
inflammatory disorders, such as capillary leakage, tissue injury,
and organ failure. Dysregulation of pro- and anti-inflamma-
tory processes can trigger pathogenesis.1

Sepsis can be fatal and is responsible for 20% of all in-hospital
deaths each year.2 This equals the number of annual deaths from
acute myocardial infarction and is far more than the number of
U.S. deaths from prostate cancer, breast cancer, and AIDS com-
bined. This data is underestimated as death certificates and cod-
ing may reflect the underlying organ dysfunction or infection,
without noting sepsis.3 For sepsis survivors approximately 60%
have at least one re-hospitalization in the first year, often due to
infection and one in six sepsis survivors die.4

The CDC notes that sepsis can be caused by an infection associated
with an illness such as diabetes, renal disease, or cancer, or an injury
as simple as a cut, scrape, or bug bite. It can also be caused by an
infection following a routine surgery or procedure. The systems most
commonly infected are the respiratory, genitourinary, skin, and gas-
trointestinal systems. When identified, the most common pathogens
leading to sepsis are Staphylococcus aureus, Escherichia coli, and
some types of Streptococcus.

Though sepsis occurs most often in people 65 years or older,
or younger than 1 year, with weakened immune systems, or
with chronic medical conditions (e.g., diabetes), even healthy
infants, children, and adults can develop sepsis from an infec-
tion, especially when not treated properly. 

In a study performed by the CDC, findings reflect that sepsis
begins outside of the hospital for nearly 80% of patients.
Among all patients with sepsis, 72% had either a health care
factor in the month preceding admission or a chronic condi-
tion likely to require frequent contact with the health care sys-
tem, suggesting that opportunities exist for prevention or
earlier recognition of infections leading to sepsis.5

II. The Cost: Health Care Expenditures

Because treatment for sepsis often involves a lengthy course in
the intensive care unit and complex therapies, high inpatient
costs are incurred. In 2011 sepsis was the most costly and third
most common reason for hospitalizations, accounting for
1,094,000 hospital stays and $20.3 billion in aggregate hospital
costs; the average cost for an admission for sepsis was $18,600.6

In 2013 the cost of sepsis increased to $23.7 billion.

While inpatient costs are excessive a large part of the economic
burden of sepsis occurs after discharge as sepsis survivors are
more likely to have permanent organ damage, cognitive
impairment, and physical disabilities requiring long term med-
ical interventions and support.2

In addition to saving lives and reducing the negative impacts
of sepsis, it has been estimated that if the U.S. as a whole
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achieved earlier sepsis identification and evidenced-based treat-
ment, there would be 92,000 fewer deaths annually, 1.25 mil-
lion fewer hospital days annually, and reductions in hospital
expenditures of over $1.5 billion.7

III. The Cost: Liability

The Risk Management Foundation’s December 2012, Patient
Safety Alert on Sepsis: Early Recognition and Treatment, refers
to CRICO’s Comparative Benchmark Service which revealed
that 81 surgical cases were asserted between 2007 and 2012
involving sepsis/septic shock. The total incurred costs associated
with these cases exceeded $17 million. One of the primary fac-
tors alleged in these cases was improper management of the sur-
gical patient. The top three services responsible for surgical
sepsis claims are general surgery (30%), orthopedic surgery
(22%), and gynecologic surgery (9%). Significant factors iden-
tified in these cases include: patient assessment issues (41%)
and selection and management of appropriate therapy (35%). 

According to CNA’s Hospital Professional Liability Claim
Report 2015, for an infection, the average paid expense was
$42,585 and the average paid indemnity was $139,338, for a
total of $181,923. Permanent injury was the most common
outcome, at 41.1% of all claims and an average total paid of
$271,401, while death had the highest average total paid at
$320,975. Infection and/or sepsis was responsible for 16.7%
of deaths, according to the CNA report.

The Western Litigation claims database shows over 25,000
asserted matters having a sepsis component with a total
incurred value of $1.6 billion.8

IV. The Diagnostic Challenge

Because there is no confirmatory diagnostic test, the diagnosis
of sepsis is based on evidence of infection and clinical judg-
ment. Studies have shown that historically there has been diffi-
culty with poor reliability in classifying patients into the old
criteria. Recognizing the need to address this, in 2014, the
Society of Critical Care Medicine and the European Society of
Intensive Care Medicine convened a task force of 19 specialists
in critical care, infectious disease, surgery, and pulmonary
medicine to update the definitions of sepsis and septic shock,
identify clinical criteria that identify all elements of sepsis, and
differentiate patients with sepsis from those who simply have
an infection.2 The definitions below were published in
February 23, 2016 Journal of the American Medical
Association (JAMA) and termed “Sepsis-3.” 

Sepsis

•  Sepsis should be defined as life-threatening organ dysfunc-
tion caused by a dysregulated host response to infection. 

•  For clinical operationalization, organ dysfunction can be
represented by an increase in the Sequential [Sepsis-related]
Organ Failure Assessment (SOFA) score of 2 points or
more, which is associated with an in-hospital mortality
greater than 10%.

Septic Shock

•  Septic shock should be defined as a subset of sepsis in which
particularly profound circulatory, cellular, and metabolic
abnormalities are associated with a greater risk of mortality
than with sepsis alone.

•  Patients with septic shock can be clinically identified by a
vasopressor requirement to maintain a mean arterial pressure
of 65 mm Hg or greater and serum lactate level greater than
2 mmol/L (>18mg/dL) in the absence of hypovolemia. (The
absence of hypovolemia is determined after adequate fluid
resuscitation.)

Both sepsis and septic shock are determined in the presence of
suspected infection, as indicated by available historical exam,
lab, or imaging findings consistent with infection.

qSOFA (quick Sepsis-Related Organ Failure Assessment)

•  qSOFA is a means of identifying those who may not meet
the sepsis criteria but are high risk for similar outcomes. 

•  In out-of-hospital, emergency department, or general hospi-
tal ward settings, adult patients with suspected infection can
be rapidly identified as being more likely to have poor out-
comes typical of sepsis if they have at least 2 of the following
clinical criteria that together constitute a new bedside clini-
cal score termed quickSOFA (qSOFA): 

•  Respiratory rate of 22/min or greater. 
•  Altered mentation. 
•  Systolic blood pressure of 100 mm Hg or less.

The recommendations note that although qSOFA is less
robust than a SOFA score of 2 or greater in the ICU, it does
not require laboratory tests and can be assessed quickly and
repeatedly. In addition, SIRS (systemic inflammatory response
syndrome) criteria were determined to be inadequate in speci-
ficity and sensitivity. The task force suggests that qSOFA crite-
ria be used to prompt clinicians to further investigate for organ
dysfunction, to initiate or escalate therapy as appropriate, and
to consider referral to critical care or increase the frequency of
monitoring, if such actions have not already been undertaken.
The task force considered that positive qSOFA criteria should
also prompt consideration of possible infection in patients not
previously recognized as infected.2
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Sepsis-3 eliminates:

•  SIRS criteria.  

•  Severe sepsis terminology.

•  Antiquated concepts such as sepsis syndrome and septicemia.
(To date, CMS continues to use the older terminology.)

V. Users’ Guide to the 2016 Surviving Sepsis Guideline

In March 2017, the Society of Critical Care Medicine published
the Users’ Guide to the 2016 Surviving Sepsis Guidelines.10 The
recommendations are intended to provide guidance to clinicians
caring for adult patients with sepsis or septic shock in the hospital
setting. The Guide provides rationales for each recommendation
as well as insight into the reasoning behind each recommendation.
Appendix 1 reflects a summary of each 2016 recommendation;
Appendix 2 compares the recommendations from 2012 to 2016.
Examples of several recommendations include:

•  Patients with hypoperfusion should receive at least 30 mL/kg
of IV crystalloid given as rapid boluses within 3 hours
(strong recommendation, low quality of evidence), and
should be re-assessed frequently (best practice statement).

•  For patients who require vasopressors, the initial target mean
arterial pressure should be 65 mm Hg (strong recommenda-
tion, moderate quality of evidence).

•  IV antibiotics should be started within 1 hour of sepsis
recognition (strong recommendation, moderate quality of
evidence), and should include combination therapy (at least
two classes of antibiotics to cover a known or suspected
pathogen) for patients with septic shock. Combination ther-
apy should not routinely be used for patients without shock.

VI. Case Studies

Three sepsis cases are summarized below. Several questions are
posed after each case summary. The following tools are refer-
enced in the questions. 

Case #1

The patient, a 74-year-old male, presented to the ED of a small,
rural hospital on April 12 due to fever and shaking chills for 3
days. The patient’s vital signs were: T101°, HR 110, R 22, BP
100/80. Only blood cultures were taken and he was discharged
as upon physical exam no infection source could be located. 

On April 13 the patient was asked to return to be admitted as
blood cultures came back positive for Staph aureus. The admis-
sion history and physical revealed that approximately 10 days
before admission the patient was picking up wood in his cellar
and hit his forehead on a broken piece of window glass causing
a puncture wound on the right side of his head which did not
have much bleeding and had healed. Evaluation identified a
left painful frozen shoulder, hepatosplenomegaly, and a white
count of 4600. The patient was started on Oxacillin. A bone
scan was ordered to rule out osteomyelitis. The physician
noted “doubt that the shoulder pain is related to the patient’s
staphylococcal bacteremia”; however, the scan confirmed
osteomyelitis of the acromial clavicular joint. The patient
underwent debridement on April 16, 3 days after the sepsis
diagnosis. Gram smear was reported April 17 as showing posi-
tive cocci in pairs and rare polymorphonuclear WBCs. The
surgical culture grew Staph aureus. Post-op, the patient was
placed on Oxacillin and Gentamicin. 

Post-operatively, the patient required Ativan, Haldol, and mor-
phine, due to delirium and intermittent bouts of agitation
with altered mental status. It came to light the patient had a
history of drinking at least a six-pack per day for many years.
Other than his alcohol consumption, the patient did not have
a significant past medical history.

The patient’s course became progressively more complicated by
paroxysmal atrial fibrillation and marked deterioration in respi-
ratory status, requiring intubation and mechanical ventilation
prior to transfer to a tertiary care facility on May 1. 

Upon admission to the tertiary care facility, a sputum culture
grew out Klebsiella pneumonia. A transesophageal echo was

qSOFA
(quick Sepsis-Related Organ Failure Assessment)

At least 2 of the following clinical criteria:

� Respiratory rate of 22/min or greater. 

� Altered mentation. 

� Systolic blood pressure of 100 mm Hg or less.

SCORE:

SIRS 
(Systemic inflammatory response syndrome)

At least 2 of the following clinical criteria:

� Fever of more than 38°C (100.4°F) or less than 36°C (96.8°F). 

� Heart rate of more than 90 beats per minute. 

� Respiratory rate of more than 20 breaths per minute or arterial 
carbon dioxide tension (PaCO2) of less than 32 mm Hg. 

� Abnormal white blood cell count (>12,000/µL or < 4,000/µL or 
>10% immature [band] forms). 

SCORE:



negative for endocarditis. The Gentamicin was discontinued
and Nafcillin was continued. Levaquin was added for the
Klebsiella pneumonia. The patient was ruled out for a myocar-
dial infarction and IV beta blockade was initiated due to
paroxysmal atrial fibrillation. 

Over the next few days, there was significant increase in the
patient’s bilirubin and liver function tests. Gastroenterology
was consulted after gastrointestinal bleeding was noted and
upper endoscopy revealed what appeared to be a variceal bleed.
Further investigation via ultrasound identified that there was
no flow in the portal veins suggesting a portal vein thrombosis.

Given the portal vein thrombosis, multi-organ dysfunction,
the patient’s age, and his significant alcohol history, a family
meeting was held on May 13. A DNR order was entered with
the family’s agreement and shortly thereafter life support was
withdrawn and the patient expired. 

Questions:

1. Should the potential for sepsis have been a consideration at
the ED visit?

2. In the ED, would the application of qSOFA been helpful in
identifying sepsis?

3. Would SIRS screening been helpful?

4. Could the puncture wound 10 days prior have been the
source of infection? 

5. Do you think that early identification and immediate treat-
ment for sepsis in the initial visit to the ED would have
made a difference in the patient’s outcome?

Comments:

The plaintiff ’s attorney argued that the use of Gentamicin was
the primary cause of the patient’s demise. The consensus of
experts was that the patient developed multi-organ system fail-
ure as a result of staph sepsis. 

Case #2

An otherwise healthy 73-year-old female patient presented to
the local emergency department with complaints of right flank
and pelvis pain of approximately four hours duration. The
patient described the pain as severe. There was no constipa-
tion, difficulty with urination, or pain with urination. No uri-
nary frequency, fever, headache, or other complaints. Upon
exam, the abdomen was soft, with moderate tenderness over
the right side of the abdomen and right lower quadrant. Her
initial vital signs were T 99.4°, HR 110, R 22, BP 102/85.

An abdominal/pelvis CT scan demonstrated a single urinary
calculus present in the right distal ureter, approximately 4 mm,

with moderate obstruction. Urinalysis showed: WBC 25-50,
RBC 6-10, and many bacteria. The ED provider diagnosed
right ureterolithiasis with renal colic and acute urinary tract
infection. 

The patient was administered intravenous Cipro and given
Morphine and Zophran for pain and vomiting. She was then
discharged with a prescription for Cipro and Percocet and was
advised to follow up with a urologist within 48 hours. 

Approximately 30 hours later, the patient presented back to
the emergency department. She was very weak and lethargic.
She had tachypnea and significant hypotension with systolic
pressures in the 60s and 70s. Repeat CT scan demonstrated
the renal calculus with little change. EKG showed first degree
AV block. Labs showed WBC 16,000, HGB 11, HCT 32,
Platelets 79,000. Chemistries were normal except for Na 132,
BUN 44, Cr 3.75, and ALT 171. She was diagnosed with
septic shock.

The patient was given fluid resuscitation, administered 
pressors, electively intubated, administered IV antibiotics, and
admitted to ICU in critical condition. The patient was taken
to surgery for cystoscopy and right ureteral stent placement.
The urine culture obtained at the prior ED visit came back
this day and showed >100,000 E. coli. IV Vancomycin 
was started.

The patient was then transferred to a tertiary care hospital.
During that several-week long hospitalization she underwent
partial amputation of eight fingers and several toes. Although
she recovered from these events, the patient was left with sig-
nificant mental and emotional damages, in addition to her
physical disabilities.

Questions:

1. At the initial ED visit, would qSOFA have identified the
patient as at-risk for sepsis?

2. Would application of SIRS been helpful?

3. If you had been the ED provider at the initial visit, would
you have discharged the patient or admitted her?

4. If you had been an ED nurse caring for this patient, would
you have screened this patient for sepsis?

Comments:

Expert testimony opined that a urinary tract infection in the
presence of an obstructing kidney stone is an indication for
hospitalization. With hospitalization the patient would have
been closely monitored with a prompt response to a deteriorat-
ing condition. Consequences for untreated urinary tract infec-
tion with obstruction include death and serious injury as
occurred in this case. 
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Case #3

A 42-year-old male who was a self-employed contractor suf-
fered a crush injury to his right shoulder and chest when he
was pinned between a bulldozer and a truck at a job site on
March 30. An ambulance was called and the patient was trans-
ported to the hospital, where it was determined he had suf-
fered a significant right shoulder trauma, brachial plexus
injury, right diaphragm paralysis, and fracture of the right
scapula. He was admitted to the on-call trauma surgeon. 

Although several staff physicians were called to consult on this
patient within the first 3 days, the patient’s care was primarily
followed by residents. On Admission Day 3 the patient experi-
enced shortness of breath and “feeling out of it.” On Day 4
the patient experienced confusion, shortness of breath, and res-
pirations were 30. Pain was at times difficult to control and his
breathing remained shallow. On Admission Day 5, the patient
was seen by a psychiatrist, who prescribed DT prophylaxis
with Librium. However, the patient and his family repeatedly
denied problems with alcohol in the past 4-5 years. The
patient remained anxious, restless, and confused with occa-
sional hallucinations. HR 130-140, R 40 and labored, 4L O2.

On Admission Day 6, a large right pleural effusion was identi-
fied and the patient underwent right pleurocentesis, with 750
cc sanguineous fluid returned. On Admission Day 7, the
patient was going downhill. O2 sat 93% on 4L; R 40, with
audible wheezes and coarse rhonchi. Pain in the right side
remained intense and the patient was restless and agitated. T
97.7°, R 144, BP 119/68. He was felt to be clinically septic
and was transferred to the special care unit. The patient was
intubated and CT scan showed extensive fluid in the pleural
space. Upon examination, the surgeon identified indurated tis-
sue in the area of the neck and right shoulder. On Admission
Day 8, blood cultures came back as gram positive
Staphylococcus. The patient was started on
Piperacillin/tazobactam and Vancomycin.

On Admission Day 9, the surgeon performed the first surgery,
due to increasing signs of infection. The antibiotics given for
the past several days did not appear to be addressing the infec-
tion. Because it was clear from examination that the neck was
a likely foci of infection, the first exploration took place in the
neck. Although the area was debrided, the surgeon chose not
to perform an extensive exploration into the shoulder/chest. By
Admission Day 12, cultures continued to show significant
MRSA Staph and, given the lack of clinical improvement,
antibiotics were changed to Daptomycin and Ceftaroline. 

The patient continued to do poorly until Admission Day 14,
when an extensive surgery was performed on the infected mus-
cle tissue in the shoulder and chest, with removal of significant
tissue necrosis throughout the area, including removal of much

of the right chest wall. Although this helped eradicate the foci
of infection in the crushed area of the chest/shoulder, the
patient’s hospital course continued to be stormy, with Staph
sepsis and related acute respiratory distress syndrome and acute
renal failure complicating every aspect of his medical manage-
ment. The patient was finally discharged on July 17. Post-dis-
charge, the patient had significant loss of strength of the right
upper extremity and also suffered significant cognitive impair-
ments, which were permanent disabilities. 

Questions:

1. Should the potential for infection and sepsis been identified
upon admission as a key risk factor for this patient?

2. If the patient had been routinely screened for the potential
for sepsis, at what point did the patient experience 2 out of
3 qSOFA criteria?

3. Do you think the patient’s altered mentation was related to
alcohol withdrawal or a symptom of sepsis?

Comments:

Experts opined that a crush injury is associated with multiple
medical issues including the potential for necrosis. It was not
until day 7 that it was recognized that the patient had a full
thickness necrosis of his chest wall due to the injury; there was
no mention of even the potential for infection/necrosis by any
care provider prior to Day 7. 

VII. Early Diagnosis and Treatment: Successful
Initiatives

The following provides examples of several organizations where
sepsis programs have been successful and reduced mortality.

Sepsis Team

At the University of California, San Francisco (UCSF), an
inpatient sepsis team was created and is comprised of a critical
care nurse practitioner, a rapid response nurse, and a pharma-
cist.11 The primary goal of the critical care nurse practitioner is
to communicate with primary physicians and facilitate the
ordering of the bundle elements. They also help the primary
bedside nurse and rapid response nurse implement the orders
within 1 hour as set forth by the guidelines. The pharmacist
facilitates rapid antibiotic administration. Since the creation of
the sepsis team in fall 2012, the inpatient bundle compliance
increased from less than 5% to near 80%, and sepsis mortality
in the institution fell from just over 20% to approximately
12%. In the same time period, bundle compliance in the ED
increased from 40% to more than 90%.



Electronic Surveillance

A hospital in Huntsville, Alabama, created a system using
change management, electronic surveillance, and algorithms to
detect sepsis and to deliver specific decision support to the point
of care using a mobile application.12 Patients were screened
according to the Institute for Healthcare Improvement’s
Surviving Sepsis Guidelines using real-time electronic surveil-
lance. Discrete data elements were added to patients’ electronic
health records (EHRs) to achieve high sensitivity and specificity
for automated sepsis screening. Over a 10-month period, nurses
received mobile alerts for all positive sepsis screenings as well as
septic shock alerts, and advice was given for early goal-directed
therapy. The study’s primary outcome, sepsis mortality,
decreased by 53% (P = 0.03). In addition, the 30-day readmis-
sion rate was reduced from 19% during the control period to
13% during the study period (P = 0.05). 

Algorithm

Researchers at Johns Hopkins developed an algorithm,
Targeted Real-Time Early Warning Score (TREWScore) for septic
shock, combining 27 factors to assess patient risk and predict
which patients face the highest likelihood of developing sep-
sis.13 The tool correctly predicted septic shock in 85% of cases.
Over two-thirds of patients were identified prior to any sepsis-
related organ dysfunction.

VIII. Performance Improvement

As indicated in the above examples, performance improvement
efforts for sepsis are associated with improved patient out-
comes. Key success factors include10:

Sepsis Team

A Sepsis Team comprised of multidisciplinary clinical members
and key stakeholders from pertinent disciplines. The role of
the team: 

• Protocol development and implementation. 

• Establishment of targeted metrics. 

• Evaluation of the data collection.

• Provision of ongoing feedback to facilitate continuous per-
formance improvement. 

• Delivery of continuing education to assure changes are
implemented and guidelines are in practice.

Sepsis Bundles

The implementation of a core set of recommendations (bun-
dle) has been a cornerstone of sepsis performance improve-
ment programs aimed at improving management. The
Surviving Sepsis Campaign (SSC) bundles that are based on

previous guidelines have been adopted by the U.S.-based
National Quality Forum and adapted by the U.S. healthcare
system’s regulatory agencies.10

Two studies confirm the importance of implementation of the
SSC bundles.

• The largest study examined the relationship between compli-
ance with the SSC bundles (based on the 2004 guidelines)
and mortality. A total of 29,470 patients in 218 hospitals in
the United States, Europe, and South America were exam-
ined over a 7.5-year period. Lower mortality was observed in
hospitals with higher compliance. Overall hospital mortality
decreased 0.7% for every 3 months a hospital participated in
the SSC, associated with a 4% decreased LOS for every 10%
improvement in compliance with bundles.

• A study of 1,794 patients from 62 countries with severe sep-
sis (now termed “sepsis” after the Sepsis-3 definition) or sep-
tic shock demonstrated a 36–40% reduction of the odds of
dying in the hospital with compliance with either the 3-h or
6-h SSC bundles.

IX. Summary

The CDC strives to educate clinicians and the public on how
to prevent infection and urgently recognize sepsis.14 They note
that routine health care encounters should be used as opportu-
nities to implement interventions to reduce the risk for infec-
tions which could lead to sepsis. These interventions include:

• Increasing vaccination coverage. 

• Educating patients and families about early sepsis warning signs. 

• Improving infection control program. 

• Optimizing chronic disease management.

All healthcare settings including ambulatory care, pre-hospital
care, hospital care, and long term care must understand that
sepsis is a medical emergency. Leaders must be educated on the
importance of implementing an organization-wide sepsis pre-
vention, identification, and treatment program. Current best
practice standards and protocols should be adopted. Training
and education should be provided. Compliance with best prac-
tice should be monitored, feedback provided, and improve-
ment implemented.

For every hour care is delayed, the mortality rate increases by
7.6%. Think Sepsis, Act Fast. The earlier sepsis identification
and treatment delivery can occur the better a patient’s out-
comes will be.
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Sepsis Checklist

Office/Ambulatory Setting

� In an ambulatory setting, patients are educated on signs and symptoms of infection and proper treatment of cuts, 
puncture wounds, etc.

� Patients are educated on signs and symptoms of sepsis as well as the need for prompt medical attention.

� Patients are instructed on proper hand hygiene and the necessity of recommended vaccines.

� Clinical staff is trained on the importance of early sepsis identification and treatment. 

Hospital

� Hospital leaders consider infection control a priority.

� A hospital-wide sepsis program is in place. 

� A multidisciplinary team oversees the sepsis program. 

� Providers, nurses, and other clinical staff have been trained to “Think Sepsis and Act Fast.”

� A sepsis screening tool has been adopted for early recognition and treatment.

� Clinicians are vigilant in screening application.

� Sepsis champions support colleagues and assure adherence to protocols.

� An alert mechanism allows for prompt escalation and action. An automated screening tool within the EHR can be useful.

� A sepsis rapid response team is in place.

� Sepsis Bundles—processes, protocols, order sets are standardized and are current.

� A time zero method is used to display visual cues for timing of interventions. 

� A sepsis performance improvement (PI) program has established metrics to evaluate success of program. 

� Feedback on PI findings and recommended changes are communicated to all stakeholders.

� Sepsis education and training is provided for all providers and nurses in the ED, medical-surgical, pediatrics, 
maternal-child health, ICU, and other applicable areas.

� New 2016 sepsis recommendations have either been evaluated or are in process of evaluation. 

� Pre-hospital EMS crews are trained on early recognition and treatment.

� Hospital is involved with community outreach in promoting sepsis education.

Long Term Care

� A validated sepsis screening tool is in place.

� Screening tool is imbedded into the EHR.

� Clinical staff attend sepsis education and training. 

� Clinical staff are trained to Think Sepsis and Act Fast.

� Sepsis bundles (protocols) are in place.

� Sepsis algorithms are in place.

� Transfer protocols to acute care are in place.

� Performance Improvement Program monitors compliance with screening and interventions.
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Bundles and Toolkits15

• Surviving Sepsis Campaign, retrieved from: http://www.survivingsepsis.org/Pages/default.aspx 

• Surviving Sepsis 3-hour and 6-hour bundles, retrieved from: http://www.survivingsepsis.org/Bundles/Pages/default.aspx 

• Surviving Sepsis Guidelines, retrieved from: http://www.survivingsepsis.org/Guidelines/Pages/default.aspx 

• IHI information on Sepsis, retrieved from: http://www.ihi.org/topics/Sepsis/Pages/default.aspx 

• For key tools and resources related to preventing and reducing sepsis mortality, visit www.hret-hen.org
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UPDATE from MMIC

Maine Board Licensing Renewals

At a recent meeting, the Maine Board of Licensure in Medicine reiterated that in pursuit of a consistent approach, it will continue
to impose discipline and civil penalties for all application errors. Typical examples of errors addressed by the Board include failure by
a licensee to disclose a pending complaint to the Board or failure by the licensee to disclose a claim for medical malpractice.

If you are one of the many physicians in the State of Maine who relies upon a staff person, assistant or office manager to fill out
your licensing renewal application, please ensure that you review each renewal application in detail for accuracy, in order to avoid a
consent agreement and fine.  The Board will not accept the explanation that an error was made by a staff person or that an error
was an unintentional oversight.  


