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Clinical pathways never replace dinical judgement.
Care outlined in this pathway must be altered if it is not ciinically appropriate for the individual patient.

How to use the Adult Sepsis Pathway

Clinician Factsheet

Sepsrs is a MEDICAL EMERGENCY. If you suspect post-operative bleeding. ;lll.llrrmna'gpI embolism (PE), acute myocardial infarction
stroke. or bl or amniotic fluid embolus for nts, immedi escalate to senior medical staff.

Screen ALL adult patients who meet ANY of the following criteria (Hick aif that apply)

[ Looks sick ] Current or recent fever with or without chills or igors

[ fou suspect they may have sepss [] Hypothermia <35 5°C

[ Has a suspected infection [15igns of dinical deterioration (2.g. change in behaviour or new

SCREENING: Helps to identify those who may have
an infection.

[ Patient ! family | carers concemed about patient condition onset confusion or total G-ADDS ! G-MEWT score of 4)

People with sepsis may have non-specific, non-

[f you suspect neutropenic sepsis, refer to local guidelines if available, ofherwise continue screening on this pathway

Screeninginitiated:[ /|| (24t} |

Are ANY of the following risk factors present? [tick all marappM
Absence of risk factors does nor exciude sepsis as 3 cause of
[ Re-presentation within 48 hours or requiring repeated reviews
[IMsinourished or frail
[C1¥mpaired immunity (e.g diabstes, steroids,

chematherapy, neutropenia. asplenis)
[Jindwelling medical device (e.g. PIVC, catheter, drain)

[ Aleohol or drug use disorder

[] Recent trauma / surgery | invasive procedure
[ Postpartum / miscarmiage

[CJAbarginal and / or Tomes Strait kslander

localised symptoms, for example feeling very unwell.

RECOGNISE: Risk factors and reasons to
suspect infection.

w — > Think ‘could it be sepsis’ if the person
& Eg;r;mvaal source of infection? ﬂmﬂmmsmaﬁanz:mﬁlﬂd presents with signs or symptoms that
tract/ uctive system prosthest : . : : : '
§ Hﬁi%ﬂi e s E&ﬁéﬂ:'e"‘?gm * indicate |nfect_|on, even if they don't have a
& || S abomen’ GiT o i high temperature.
E [JBreach of skin integrity | soft tissue / joint [ Tther (specifl:
z i—TES-' L no =
E mtf:“; patient hawe ANY high risk criteria® mﬂ;:tpaﬁem hawve ANY moderate risk criteria? 8 . ) .
f .
8 Dsmlic;%gﬁmHg[m:ianﬂhm niormal) ElSystDIica?gIJJ—%mHg : RECOGNISE' RISk Crlterla
[ Lactate 22mmoliL [ Respiratory rate 21-24 breaths per min help to identify organ
[ Mon-blanching rash | Mottled [ Ashen | Cyanotic [JHe=art rate 90129 beats per min OF new amythmia w o
[] Respiratory rate 225 breaths per min [[]Has not passed urine in past 12-18 hours '.H dysfunctlon.
[ Mew ceoygen reguirement 1o keep oxygen saturation 282% O Termperature <35.5°C or 238.5°C (238.0°C for matemity o .
H 130 beats i =
EHirri::azssedmmlﬁegﬁBhwmm Dgﬁ;ybrlj'errbersfcaﬂsmmdammlmw w Earlysenlor eyes on the
urinary output (U0} <1 5mLikgh (if known) [JAcute deterioration in functional ability T patient improves outcomes.
[] Evidence of new or altered mental state NO :_ti
L\ Recent chemotherey — = —
u:z *VEE NO %
Patient has SEPSIS or SEPTIC SHOCK until Fatient may have SEPSIS = ESCALATE:
wf proven otherwise » Obtain |rm}e:iabe senior medical = . .
o - Obtain immediate senior medical review review andlor consider caling RS0 Immediate Senior
- rul or - -
| ===t i | B e e medical review
= Increase observation - H
8 Provide patient needed.
- ¥ Low risk for SEPSIS . .
5 |Senior medical review attendec: [ 1 1 || : (240 " ook for ather commen causes of information sheet
5 PRIHTnameufseniormedicalr\eviewel'.| | -md;ggg.daenia.ml. SWlOSO RESUSCITATE:
Does the senior medical reviewer think sepsis or septic shock is likely? = In the event of deterioration Commence th e
O ] Sepsis | septic shock ksiy [ Siepsis / seotic shock unlikely |—= Eﬁmﬁﬁskuﬂngam WINC INY37712 SEPSIS bundle
w E‘FES
| Commence resuscitation and treatment for sepsis NOW (see page 2) give patient sepsis discharge > now
Consider calling RS (1300 799 127) or RFDS (if normal pathway)
gna g person doaumenting in His: dinical pal e —— Clinical
Intids Signature Print name Roe _|inisals Signature Print name Role Excellence | queenstand
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RESUSCITATE

REVIEW

Page 2 Treatment Bundle

|NmiFy nursing team leader [] and senior medical staff (] the patient has potential sepsis or septic shock

[fick when noffied). Confirm treatment aligns with Acute Resuscitation Plan (ARP) if relevant.

E:’j Commence Actions 1—4 within:

| A

notified?

Medical emergency. Have senior nursing/medical staff been

30 minutes | From recognition of neutropenic or meningococcal sepsis )

1 hour From recognition of septic shock 1

1 hour From triage or recognition of sepsis where there is high likeliood that organ dysfunction is due to infection

3 hours From triage o reclmgnitinr! of organ dis.funr.ztif'.sn where there is less certainty this is due to infection, but
concern for infection persists after rapid dinical assessment

Document vanance in medical record if key tasks not commenced within these time frames.

I

Actions 1-4 are time critical to improve outcomes.

Lactate is a proxy measure for tissue perfusion and is indicative of ‘

» If source control requires operative intervention, immediately notify approoriate sungical or interventional
team
» Consider remowing or changing existing indweling medical devices (2.g. IV lines or winary catheters)

T. Reassess and monitor response to resuscitation — aim for:

- Ciygen saturation 282% and tirate to range of 82-08% (36-82% F COPD)
= Systolic BP =100mm Hg

» Urine output =0.5 to 1.0mLkg'hr — consider IDC with hourly monioring

If haemodynamic status is not improving seek urgent (further) senior medical advice and escalate to higher level of care

£. Document and communicate ongoing management:

» Docurnent appropriate critena to ensure escalation if signs of deteroration

= Notify treating team of change in dinical condition

» Docurnent clear management plan

» Review antibiobics as soon as possible

» Refer to infections diseases, microbiclogist or AMS team for review, particularly for septic shock
Facilitate transfer and provide clinical handover if patient requires admission to higher level of care

[ Referral completed
and documented

1. Measure jor remeasure) lactate [ Lactate collected
{Arterial / Venous / Point of care) Dot |‘irne: | [ @
el ' | i X

2. Take 2 sefs of blood cultures 02 sets blood cultures organ dysfunction. Serial lactates are recommended.

» Collect prior to antibiotics unless this would delay treatment for =1 hour collected

» If patient has a central fine collect an additional (third) set of blood cultures via the line

» Collect FBC. UEC and glucose (or Chemé iStat), LFT and lipase

» For septic shock add coagulation studies Date: | Time: | Inigaks:

» Collect urine, sputurn and other relevant cultures but do not delay antibiotics i MM of !

3. Commence or review antibiotics [ Antibitics 2 sets of blood cultures (i.e. 4 bottles) helps identify causative

» Identify likely source of infection (inchuding relevant imaging findings) commenced . )

- Prescribe antibiotics according to guideines. Modify for allergies or prior microbiclogical sensitivities organism and rule out contaminants.

» Notify nursing staff of urgent need to administer antibiotics and ensure cormpleted

- Consider referral to consuiting microbiolegist or mfectious dseases physician (partcularly if: septc shock,

recent overseas trawvel, risk factors for multi-resistant organisms, IV dnag use, morbid obesity or dialyss Date: | Time: | Inifats:
patient) e : :
4. Commence IV fluids if clinically indicated O IV fluids commenced ‘
+ Consider volume of fluid based on patient’s weight. cardiac function, comorbidites, cument volume status (7] Mot indicated % . .. . 2o o o
and hasmodynarmics Timely antimicrobial administration improves outcomes.

= If bohes indicated, mpidly infuse 250-500mL IV or intracsseous Hartmann's or sodium chlonde 0095 \

» Consider alburnin 5% solution for patients with septic shock

- As fluid and ing bokus if clinically indi —do MOT exceed 30mL
S5855 EF:-'FS:ELDGETM;H consider repeating bolus if dinically indicated — do = Mg — | —Tre

- If IV access not possible, consider niraosseous route i :

5. Consider vasopressors | inotropes for hypotension during or after fluid resuscitation [[] Vasopressors | - IV fluid boluses/inotropes/vasopressors are often indicated for
(e.g- Noradrenaline: usual commencing dose Smeg/min) or consider referral to ICU or inotropes considered ; [ 1 . a o )
higher level of care [ Not indicated | sepsis/septic shock. Use your overall assessment of the patient’s

6_ Facilitate source control I Source control '~ clinical picture to guide this decision.

ATTENTION: Source control is URGENT — Ongoing sepsis treatment is unlikely to be effective facili

without timely and comprehensive source control [ Mot indicated

Urgent source control is critical for effective management of
sepsis. Refer early to operative or interventional team.

Al

¥ Continual reassessment and monitoring are critical.

Communicate the patient’s risk of deterioration during handower

Digte and time completed:

U

& A
\a/

te accepting clinician

! ! ||

2400 ||

An ememency call can be inifisted at any time if dinically concerned

Transferring staff name: Acoepting st=T name:

Also available: Why use a sepsis pathway? clinician factsheet

Contact us: sepsis@health.gld.gov.au
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https://qheps.health.qld.gov.au/psu/sepsis/sepsis-education
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