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THE PROBLEM IN NSW

• 167 sepsis related incidents over 18 months

• Failure to recognise sepsis in wards and ED

• Failure to take appropriate and timely action

• Poor patient outcomes

• Failure to see sepsis as a medical emergency 



Source: Westmead Hospital, 2014



Aim: Improve sepsis recognition and management and reduce 
preventable harm to patients in NSW hospitals

NSW SEPSIS KILLS commenced 2011

RECOGNISE
Risk factors, signs and symptoms of sepsis

RESUSCITATE 
With rapid IV antibiotics and fluids within 60 minutes

REFER 
To specialist care and initiate retrieval if needed



SYSTEM IMPROVEMENT

• Sepsis Toolkit
• Pathways
• Antibiotic and 

blood culture
guidelines

• Patient stories
• Case studies
• Videos
• E-learning
• Webinars
• Info for 

patient/family

• BTF safety net
• Standard 

Charts
• Clinical Review
• Rapid 

Response

• CEC database
• Time to abs

and fluids
• Data linkage



COLLABORATIVE APPROACH

Sepsis 
Learning 
Sessions -
webinar

Teleconferences

Tools and 
resources

Statewide and 
Local 

Workshops

Site visits

Clinical 
leadership and 

Executive 
support 

Improvement 
science: PDSA 

cycles

Phone support



TIMELINE

Sepsis Adult 
Emergency 

2010 2013 

Paediatric 
Emergency 

+ REACH 

2014 

Inpatient
wards

2016 

All pathways 
published as 

medical 
record forms

Maternal and 
Newborn

2015 2011 

Sepsis Pilot in 
5 EDs



SEPSIS PATHWAYS 

Guide to ‘think sepsis’

NOT prescriptive ……clinical 
judgement is KEY

Senior medical staff involvement

Consider sepsis any time your patient 
deteriorates

AND/OR have signs and symptoms of infection

PLUS Red or Yellow Zone observations

OR a clinician is concerned/suspects sepsis 



EVALUATION



Give oxygen

Take a lactate 

Take blood cultures

Give empirical intravenous antibiotics

Administer intravenous fluids 

Monitor, reassess and clinical handover 

BUNDLE: SIX ACTIONS 



PROCESS DATA



ANTIBIOTICS: ADULTS



ANTIBIOTICS: PAEDIATRICS



OUTCOME DATA



% of patients with a sepsis diagnosis who die 
in a NSW hospital 2009 -2018

ED launch

12.9%

Overall 30% 
decrease



CHALLENGES
Inpatient vs ED uptake

Medical engagement and leadership (ID vital)

Deterioration post initial treatment

Monitoring and feedback loops

Unintended consequences

- Broad diagnostic  parameters  + emphasis on abs within 60 mins

- Missed cultures 

- Antibiotics not reviewed when results are available

………all pathways revised with AMS experts Sept 2016



RELIABILILITY

What matters to the patient?

Every patient every time - ED and wards

What else is needed to achieve reliability?



1. Electronic sepsis alert in the eMR 

2. Deteriorating patient BTF education 

3. Systems improvement
• Enhance LHD/hospital implementation fidelity 
• Spread and sustainability

4. Evaluation using linked data sets

CURRENT AND FUTURE PRIORITIES
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