
Collaborations improving the delivery of care for patients across the continuum
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Improving Sepsis Care



The Opportunity to Improve Sepsis Care

• What was the issue/problem? 
• Blood culture collection prior to antibiotic administration
• Fluid resuscitation, adequate bolus and reperfusion assessment

• Why was it important?
• 3 and 6-hour bundle compliance

• Describe what patients and staff were experiencing
• Providers and staff confusion regarding recognition and differentiating levels of 

sepsis

• Explain the impact on them (burnout, patient safety, near misses, etc.)
• Near misses—failure to initiate and meet the bundle requirements
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What did you do:
• Summarize your project steps: (Walk through the process)

• Collecting and using data
• Multidisciplinary bi-weekly workgroup meeting
• Daily email review of all sepsis patients and “ones to watch” that include ED and 

hospitalist providers, nursing leaders, lab, QRM and CNO sent by clinical abstractor
• Quality tools used

• Gap Analysis
• PDCA cycle

• Intervention or change implemented
• Lab notification to nursing after blood culture collection—draw simultaneously
• Multiple revisions of sepsis checklist
• Scenario-based education for providers, lab, nursing & pharmacy
• Provider documentation updated to include tissue reperfusion assessment
• Developed Learning Opportunity Letter for nurses and providers
• Sepsis Alert implemented
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• “John Doe” (Severe Sepsis)
• ER MD: “Smith”
• ER RN: “Smith”
• Hospitalist: “Smith”
• Floor Nurse: “Smith”
• A: Source: ERMD- COPD/sepsis/UTI @ 2321<<< TIME ZERO
• B: SIRS: 2046 HR- 134, RR- 38, temp- 103.2
• C: Organ Dysfunction: 2101 PLT- 98

3hr bundle:
• Lactic order: 2046  drawn: 2047  resulted: 2115 result: 3.9
• repeat lactic: 8/21 0125 resulted: 8/21 0148 result: 1.1
• Blood Cultures: 2127
• Abx: 2151 ceftriaxone 1G
• Fluids: 3000ml LR (2100- 8/21 0000)

6hr bundle:
• Vasopressor: N
• MD perfusion assessment: NA
• ERMD order set: Y

• “John Doe” (Severe Sepsis)
• ER MD: “Smith”
• ER RN: “Smith”
• Hospitalist: “Smith”
• Floor Nurse: “Smith”
• A: Source: 1946 ERMD- PNA <<<TIME ZERO
• B: SIRS: 1457 HR- 104; 1534 RR- 21; 1517 WBC- 13.87
• C: Organ Dysfunction: 1800 BP- 86/48

3hr bundle:
• Lactic order: 1453  drawn: 1510 resulted:  1537 result: 0.9
• Blood Cultures: 1459
• Abx: 1722 Rocephin 1G
• Fluids: 90.9kg, 500NS (1807-1837) LR at 150/hr (needed 2727ml)

6hr bundle:
• Vasopressor: N
• MD perfusion assessment: Not done
• ERMD order set: Y
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Daily Email Review Example 
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Your Results: How you made a Difference
• How did the intervention(s) change/improve processes?

• Real time review and follow-up

• Describe the staff experience. (Firsthand accounts when possible)
• Scenario-based education provided a better understanding of sepsis and 

bundle compliance

• What is your plan to sustain improvement over time?
• Continue daily reviews and real-time feedback
• Ongoing education/competencies

• Sepsis Escape Room
• Mock Sepsis Drills

6



• Provider champion early in the 
process

• PDCA Process
• Proactive vs. Reactive feedback
• Multidisciplinary approach
• Learning Opportunity Letter
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Key Takeaways: Lessons learned
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Contact Information:

• Nicole Boots, RN
   Director, Infection Control, Med/Surg, & ICU
   (270) 692-5278
   Victoria.Boots@lpnt.net
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