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Ephraim McDowell Health System 
• Our hospital system is made up of three 

major facilities and several outlying clinics 
spanning across a 6 county area in Central 
Kentucky. 
 
 

• Our Main hospital- Ephraim McDowell 
Regional Medical Center 
• Level 3 Trauma Center 
• Licensed for 200 beds  



Our Critical Access Hospitals

Fort Logan Hospital- Stanford, KY
Licensed for 25 beds

James B. Haggin Hospital- Harrodsburg, KY  
Licensed for 25 beds





The ED triage RN will 
do the sepsis screen 

on all incoming 
patients

• All ED triage RNs will assess 
incoming patients for SIRS 
criteria including vitals, initial 
complaints and recent 
illnesses or exposures

If anything flags as a 
potential for SIRS, 

look for 
signs/symptoms of 

infection

• Using the Triage and Sepsis 
screen RNs will assess for possible 
infection risks such as fever, 
wounds, cough, phlegm,  SOA, 
AMS,  pain, or central lines and 
catheters already in place.

Notify MD, may be 
asked to initiate ED 

Sepsis Triage 
Standing Orders

• Once SIRS criteria and possible 
source of infection have been 
identified, the RN MUST alert the 
provider to their findings.  If the 
provider is tied up in an emergency, 
there is a set of standing orders for 
Sepsis Triage that has been 
developed for the RN to enter if 
needed until the provider can assess 
the patient. 

ED TRIAGE ASSESSMENT: THE FIRST STEP TO 
IDENTIFYING A SEPSIS PATIENT



The Sepsis Smartboard 
• The Sepsis Smartboard is the newest piece of technology that has been 

implemented with Ephraim McDowell Health in regards to sepsis care for 
our patients 
 
• Each unit will be getting a Sepsis Smartboard in each nurse’s station for 

staff to utilize  
 
• The Smartboard will monitor all of the possible sepsis criteria in the 

background and will be linked to an alert system to notify staff when a 
patient meets criteria for severe sepsis and septic shock 
 
• The patient can be quickly analyzed by nursing to see what criteria is 

being met by the patient and take action 



What does the Smartboard Monitor? 
• The Smartboard will monitor all pertinent criteria for severe sepsis and septic shock.   

 
• It analyzes vital signs, and lab results, as well as looking for positive cultures or antibiotic use (to 

confirm infectious process) 
 

• It also looks for a provider diagnosis of sepsis, severe sepsis or septic shock 
 

• It checks that all criteria are met within the 6 hour time frame  
 

• It categorizes all patients between SIRS, Possible Sepsis, Severe Sepsis and Septic Shock 
 

• Each category is color-coded and easy to read 
 
•Severe sepsis and septic shock are what we are focused on at this time 





Smartboard Considerations 

• The Smartboard is only as accurate as the information we feed into it

• If vitals are charted for the patient that are not accurate, the Smartboard 
has no way of knowing that

• For example: a patient’s BP gets put into the system as 75/45. The 
Smartboard analyzes it and sees that the patient also has a HR 98, WBC 
15.67. The nurses gets the notification and goes to bedside to assess the 
patient.  They find the BP cuff was off or not properly placed when the 
reading was taken.  The nurse retakes the BP and finds it to be 120/75 
and they record this in the chart. 



The sepsis alert system works just like the 
trauma and stroke alerts.  Level 2 will be called 
for severe sepsis.  Level 1, which is considered 
more life threatening, will be called for septic 
shock.  

LEVEL 1 and LEVEL 2 SEPSIS ALERT









Sepsis Alert Intervention 

• A box will pop up for the nurse to choose either a Level 1 or Level 2 
• A Free text box is included for the nurse to document any important 

information about the alert they would want to pass on to other 
caregivers on the team  

• Often times these pieces of information can save us from falling out 
the bundle because the documentation was thorough.   



Examples of Important Documentation to Include: 

• Patient refuses any part of 
treatment (labs being drawn, 
medications, fluids) 
• Patient removes IV access (even 

if it is accidental) 
•Any loss of IV access 
• If unable to get access for labs 

or IV placement after multiple 
sticks, please document the time 
of the first attempt as best you 
can 

• Provider declines to do blood 
cultures or antibiotics for any 
reason 
 



When does the alert end? 
• Once the patient has been 

stabilized and a plan of care is in 
progress (sepsis treatment 
bundle), if the patient is not in 
need of transfer to the ICU the 
alert will be complete.  
 
• The Primary nurse needs to be 

sure all the proper documentation 
has been completed, and ensure 
the Sepsis Alert Checklist is 
completed and filed in the correct 
spot   


