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CLINICALEXCELLENCE COMMISSION 



THE PROBLEMIN NSW

Å 167 sepsis related incidents over 18 months

Å Failure to recognisesepsis in wards and ED

Å Failure to take appropriate and timely action

Å Poor patient outcomes

Å 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

NSWSEPSIS 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



SYSTEMIMPROVEMENT

Å Sepsis Toolkit
Å Pathways
Å Antibiotic and 

blood culture
guidelines

Å Patient stories
Å Case studies
Å Videos
Å E-learning
ÅWebinars
Å Info for 

patient/family

Å BTF safety net
Å Standard 

Charts
Å Clinical Review
Å Rapid 

Response

Å CEC database
Å Time to abs

and fluids
Å Data linkage



COLLABORATIVE APPROACH
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SEPSIS PATHWAYS 

Guide to �Z�š�Z�]�v�l���•���‰�•�]�•�[

NOT �‰�Œ���•���Œ�]�‰�š�]�À�����Y�Y���o�]�v�]�����o��
judgement is KEY

Senior medical staff involvement

Consider sepsis any time your patient 
deteriorates

AND/ORhave signs and symptoms of infection

PLUS Red or Yellow Zone observations

ORa clinicianis concerned/suspects sepsis 


