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Foreword  

Dr Taj Hassan, RCEM President 

 

Sepsis continues to be a leading cause of 

death in patients admitted to hospital as an 

emergency. Indeed , mortality of severe 

sepsis is reported as being as much as five 

times higher than ST elevation MI or stroke. It 

is vital therefore that staff in the Emergency 

Department are able to rapidly assess, 

recognise, risk stratify and treat such 

patients with proven evidence based 

therapy. Studi es have repeatedly shown the 

power of the Sepsis -Six resuscitation bundle 

in improving patient care if delivered in a 

timely fashion.  

This yearõs excellent College clinical audit 

provides yet again powerful data that 

focusing on key parameters can highligh t 

both positive trends and also areas where 

improvements need to be made.  

Emergency Departments are of course 

complex places to work. We know that in 

situations where our departments are not 

crowded and we have the right staffing 

levels, we have the skill s to be able to 

deliver high quality care.  

We also know that good team working and 

constant calibration of care pathways can 

have real and positive influences in 

achieving consistency of delivery of the 

Sepsis-Six, despite some of the confounders 

and obst acles that face us.  

I strongly recommend all emergency 

physicians and ED nursing staff to read this 

report.  

More importantly, I encourage you all to 

review and improve the way in which you 

support your multidisciplinary ED Sepsis 

Team and your ED Sepsis Lead. Interpret 

your data well, dissect out the delays and 

make a true drive for quality care.  

Only by engagement, involvement and 

enacting a constant drive to improve your 

sepsis pathway will you be able to produce 

the steady incremental change that is 

required to save lives in this horrible disease. 

With a Number Needed to Treat (NNT) of as 

little as 4.67, you have the potential to save 

a life at a very regular interval!  

 
Dr Taj Hassan, RCEM President 

 

Co -signed:  

 

  
Dr Adrian Boyle, Chair of Quality in 

Emergency Care Committee  

 

 
Dr Jeff Keep, Chair of Standards & Audit 

Subcommittee  
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Executive Summary   

Overview   

A total of 13,129 patients presenting to 196 

Emergency Departments (ED) were 

included in this audit. This was the third 

time this audit has been conducted. The 

performance summary chart on the next 

page is a summary of the  national  

performance against standards.  

 

The purpose of the audit is to moni tor 

documented care against the standards 

published in June 2016. The audit is 

designed to drive clinical practice 

forward by helping clinicians examine the 

work they do day -to -day and benchmark 

against their peers , and to  recognise 

excellence.  There is m uch good practice 

occurring and RCEM believe s that this 

audit is an important component in 

sharing this and ensuring patient safety.  

 

Organisational data  

This was the first time that organisational 

data were  analysed. Almost all EDs have 

a sepsis lead, a s epsis protocol and 

provide sepsis education (96%, 95% and 

96% respectively). This is a great 

achievement and shows how responsive 

we are as a specialty to the many 

recommendations for improved 

organisation that have come from 

national reports. Patient info rmation 

should be the next focus as it is currently 

provided by only 2 6% of EDs. 

 

The new (Sepsis-3) definitions were 

published in early 2016 and  39% of EDs 

have started to use them.  

 

Patient data  

Due to changes of the standards, only five 

standards are directly comparable to 

pre vious audits, all of which are part of the 

Sepsis-Six and all measured within an hour 

of the patientõs arrival to the ED. 

 

There has been a steady improvement in 

the giving of antibiotics  over the years 

and  now  44% of patients rec eive them 

within an hour of arrival. There has been a 

slight improvement in the giving of IV fluids  

from 40 % to 43%. The taking of blood 

cultures  and the measurement of lactate  

in the first hour have both improved, up 

from 40 % to 45% and 49 % to 60% 

respect ively. Documentation of urine 

output  measurement is poor at only 18%. 

 

Documentation of a full set of 

observations  including capillary blood 

glucose on arrival is currently at 69% 

although this is achieved by the upper 

quartile in 91 % of patients . The numb er is 

brought down significantly by including 

capillary blood glucose. Senior review  of 

patients with sepsis is at 65% and this 

could be an important factor affecting 

care.  

 

RCEM recommends that all sepsis leads 

consider the following:  

 

¶ Is everything being  done to ensure 

that a full set of timely observations 

is performed on every patient?  

¶ Is there a more senior doctor 

available to review patients with 

sepsis 24/7? 

¶ Is oxygen considered part of the 

treatment for sepsis and how is this 

clearly documented?  

¶ Is lactate measurement possible 

and simple in your department?  

¶ Does your hospital  give clear 

instructions on which antibiotics 

should be used?  

¶ Does your protocol encourage 

urine output monitoring, especially if 

the patient does not require a 

catheter?  
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Key recommendations  

 

1. All EDs should have a sepsis lead 

and a sepsis protocol  

 

2. RCEM recommends that all sepsis 

leads consider the following:  

 

a)  Is everything being done to 

ensure that a full set of timely 

observations is performed on 

every patient?  

 

b)  Is there a more senior doctor 

available to review patients with 

sepsis 24/7? 

 

c)  Is oxygen considered part of the 

treatment for sepsis and how is 

this clearly documented?  

 

d)  Is lactate measu rement possible 

and simple in your department?  

 

e)  Does your hospital give clear 

instructions on which antibiotics 

should be used?  

 

f) Does your protocol encourage 

urine output monitoring, 

especially if the patient does not 

require a catheter?

 
 

3. Early recognitio n of sepsis is critical 

to the clinical outcome. All patients 

with suspected sepsis and a NEWS 

of 3 should undergo immediate 

screening for sepsis vi. 

 

4. Patient information should be 

provided to all patients, and/or 

relatives, admitted with sepsis.  

 

5. Standardise  pathways of care for 

patients fulfilling sepsis criteria to 

improve timely delivery of care and 

therefore outcomes  

 

6. Education and training around 

these for wider team for early 

recognition and instigation of 

optimal care  
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Performance  Summary  

This graph shows the median national performance against standards for this audit  

 

 
 

 

 

 

 

 

 

Ɓ Higher scores (e.g. 100%) indicate higher compliance with the standards and better 

performance.   

 

ƃ Lower scores (e.g. 0%) indicate that your ED is not meeting the standards and may wish 

to investigate the reasons.   

 

 

  

Standards:  

 Fundamental     Developmental   Aspirational  
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Summary of national findings  
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STANDARD 1: Respiratory Rate, Oxygen 

Saturations (SaO 2), Supplemental Oxygen 

Requirement, Temperature, Blood Pressure, 

Heart Rate, Level of Consciousness  (AVPU or 

GCS) and Capillary Blood Glucose recorded 

on arrival  

100% 50% 69% 91% - - 

STANDARD 2: Review by a senior (ST4+ or 

equivalent) ED medic or involvement of 

Critical Care medic (including the outreach 

team or equivalent) before leaving the ED  

100% 52% 65% 76% - - 

STANDARD 3:  O2 was initiated to maintain SaO 2>94% (unless there is a documented reason not to) : 

STANDARD 3a: 50% within one hour of arrival  50% 10% 30% 59% 29% 33% 

STANDARD 3b: 100% within four hours of arrival  100% 11% 39% 68% - - 

STANDARD 4:  Serum Lactate measured within four hours of arrival :   

STANDARD 4a: 50% within one hour of arrival  50% 37% 60% 72% 49% 47% 

STANDARD 4b: 100% within four hours of arrival  100% 60% 77% 89% - - 

STANDARD 5:  Blood Cultures obtained : 

STANDARD 5a: 50% within one hour of arrival  50% 25% 45% 62% 40% 32% 

STANDARD 5b: 100% within four hours of arrival  100% 36% 59% 79% - - 

STANDARD 6:  Fluids ð first intravenous crystalloid fluid bolus (up to 30mL/kg) given:  

STANDARD 6a: 75% within one hour of arrival  75% 25% 43% 57% 40% 40% 

STANDARD 6b: 100% within four hours of arrival  100% 59% 78% 89% - - 

STANDARD 7:  Antibiotics administered:  

STANDARD 7a: 50% within one hour of arrival  50% 28% 44% 58% 32% 27% 

STANDARD 7b: 100% within four hours of arrival  100% 70% 83% 91% - - 

STANDARD 8:  Urine Output measurement/ 

Fluid Balance Chart instituted within four hours 

of arrival  

100% 6% 18% 38% - - 
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Notes about the results  

 

The median  value of each indicator is that 

where equal numbers of participating EDs 

had results above and below that value.  

The median figures in the summary table 

may differ from other results quoted in the 

body of this report which are mean 

(average) values calcu lated over all 

audited cases.  

      

The lower quartile  is the median of the lower 

half of the data values.  

 

The upper quartile  is the median of the 

upper half of the data values.   
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Introduction  

This report shows the results of  an audit of  

adult patients who presented to  Emergency 

Departments (ED ) diagnosed with either 

severe sepsis or septic shock  (Sepsis-2 

definitions) or sepsis (Sepsis -3 definitions) . 

  

Since the last national audit in 2012/13, 

there has been a lot of work to bring sepsi s 

high on the UKõs national health agenda.  

RCEM has been represented and involved 

with the many projects and publications 

such as the APPG reports, UK Sepsis Trust 

Clinical  Toolkits, the NCEPOD report , NHS 

England report and NICE Guidance.   

 

New definiti ons for sepsisi,ii,iii and updated 

guidance from the Surviving Sepsis 

Campaign  were published in 2016.  

 

Many EDs will be involved in the new 

Commissioning for Quality and Innovation 

(nCQuIN ) for sepsis which  is set to continue 

in 2017/18.  

 

In February 2017, the Cost of Sepsis Care in 

the UK report was published which shows 

that the estimated cost of sepsis in the UK is 

£7.76 billion, £830  million of which are direct 

costs. 

 

A national audit of the management  of 

sepsis therefore remains highly relevant to 

Emergency Medicine to drive up quality 

and save lives.  

 

Background  

RCEM clinical standards for severe sepsis 

and septic shock were first published in May 

2009. The standards were based on the 

early resuscita tion bundle published by the 

Surviving Sepsis Campaign. A national audit 

of the standards was undertaken for the first 

time in 2011/12. Following the audit , RCEM 

standards were rev ised in 2012 and 2016 

and are based on the ôSepsis-Sixõ. 

 

The overall mortality rate for patients 

admitted with severe sepsis is 35% - 

approximately 5 times higher than for ST 

elevation myocardial infarction and stroke.  

Sepsis is responsible for approximately 

44,000 deaths and 150,000 admissions iv. 

 

Severe sepsis is a time sensitive condition. In 

the most severe cases (septic shock), one 

study showed that for every hour 

appropriate antibiotic administration is 

delayed, there is an 8% increase in 

mortality v. The Sepsis-Six is an initial 

resuscitation bundle designed to offer basic 

intervention s within the first hour ; in a 

prospective observational study it was 

independently associated with survival, 

suggesting that if it alone were responsible 

for outcome differences , the number 

needed to treat (NNT) to preve nt one death 

is 4.67. This compares to a n NNT of 42 for 

aspirin in major heart attack and  45-90 for 

PCI in ST elevation myocardial infarction.  

 

  

http://www.survivingsepsis.org/
http://www.survivingsepsis.org/
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Case study on the 

recognition and treatment of 

sepsis in the ED 

Although this audit only looks at the 

managem ent of adults, sepsis awareness in 

ED staff is also applicable to children  and 

EDs should ensure they have robust 

guidance and training in place . The case 

below, shared by a very grateful mother, 

highlights this.  

 

This is an edited , anonymised  case study on 

sepsis recognition in the ED and prompt 

initiation of the Sepsis-Six.  The case study 

was produced in partnership with the 

patientõs mother (name changed) and 

published with her permission.  

 

On Saturday, two -year -old Mia  had been  

unwell with  a temperature not brought 

down by paracetamol and ibuprofen  for 

four days and  her  mother called 111 for 

advice and visited an out of hours GP 

service.  She enquired about an infection 

and the GP explained that there were no 

signs of an infection at this s tage.  

  

The next day , Sunday, Mia deteriorated;  she 

was now finding it difficult to walk and her 

face was swollen and red.  Miaõs mother 

again called 111 and attended an out of 

hours GP service, enquiring about the 

possibility of meningitis.  

 

On Monday , Mia had deteriorated further, 

now experiencing pain centre d around  her 

stomach area.  She attended the ED and 

was discharged.  

 

On Tuesday , Mia had become incoherent, 

was in and out of sleep, not urinating and 

now had a red rash on her stomach.  Her 

mother c alled 999 and , on arrival at the 

hospita l, Mia w as in septic shock  which  was 

recognised by an ED nurse who promptly 

commenced the Sepsis-Six. She required 

aggressive fluid resuscitation, antibiotics, 

inotropes, intubation  and  sedation and she 

was transferred to another hospital.  

 

Mia spent four  days sedated and 

ventilated, requiring IV  Ig therapy  alongside 

other treatments.  She was discharged 

home after seven  days  and is now well .  

 

Miaõs mother contacted RCEM to share her 

story and feedback that Miaõs life was 

saved by:  

 

¶ prompt recognition of sepsis by the 

ED nurse, and  

¶ prompt initiation of treatment in the 

ED. 

Learning points from Miaõs story include: 

 

¶ a lack of awareness of sepsis in the 

public, meaning her mother was not 

primed to enquire about sepsis  

¶ delays in recognising her sepsis lead 

to Mia arriving at the ED with septic 

shock and only a 50% chance of 

survival . 

On December 1 5, 2016, the Departmen t of 

Health, the UK Sepsis Trust and Public Health 

England  with full support of RCEM  launched 

its sepsis awareness campaign to help 

parents recognise the symptoms and signs 

of sepsis in children and to contact 

emergency services.  
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Aims 

This audit was  conducted for the third time 

to continue the work of the 2011 /12  and 

2013/14  data collections. It identifies  current 

performance in EDs against RCEM clinical 

standards, show s the results in comparison 

with other departments, and also across 

time if there was previous participation in 

2011/12 or 2013/14.  

 

The objectives of this audit are:  

 

1. To benchmark current performance in 

EDs against the standards  

2. To allow comparison nationally and 

between peers  

3. To identify areas in need of improvement  

4. To compare agains t previous 

performance in 2011/12 and 2013/14   

5. To collect sepsis -related organi sational 

data  

 

Methodology   

Participation summary  

Nationally, 13,129 cases from 196 EDs were 

included in the audit.  

  

Country  Number of 

relevant EDs  

Number of 

cases  

National total  196/ 233 (84%) 13,129 

England  171/ 179 (96%) 11,598 

Scotland  6/ 26 (23%) 471 

Wales 9/ 13 (69%) 430 

Northern Ireland  8/ 9 (89%) 530 

Isle of Man 

/Channel Islands  

2/ 3 (67%) 100 
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Pilot methodology   

A pilot of the audit was carried out 

prospectively from 13th July 2016 to 29th July 

2016, with the help of 12 sites.  The pilot 

period was used to test the audit questions 

and the quality of data collected.  

 

Pilot sites 

We are grateful to contacts from the  

following Trusts for helping with the 

development of the audit:  

Å Airedale General Hospital, Airedale 

NHS Foundation Trust  

Å Barnsley Hospital, Barnsley Hospital 

NHS Foundation Trust  

Å Blackpool Victoria Hospital, Blackpool 

Teaching Hospitals NHS Foundation 

Trust 

Å Doncaster Royal Infirmary, Doncaster 

and Bassetlaw Hospitals   

Å Peterborough City Hospital, 

Peterborough and Stamford Hospitals 

NHS Foundation Trust  

Å Queens Medical Centre, Nottingham 

University Hospitals NHS Trust 

Å Royal Blackburn Hospital, East 

Lancashire Hospitals NHS Trust 

Å Royal Gwent Hospital, Aneurin Bevan 

University Health Board  

Å Royal Lancaster Infirmary, University 

Hospitals of Morecambe Bay NHS 

Foundation Trust  

Å Royal Victoria Hospital, Belfast Health 

and Social Care Trust  

Å Southampton Gener al Hospital, 

University Hospital Southampton NHS 

Foundation Trust  

Å Wexham Park Hospital, Frimley Health 

NHS Foundation Trust  

 

Audit history  

All EDs in the UK were invited to participate 

in July 2016. Data were collected using an 

online data collection tool . The audit is 

included in the NHS England Quality 

Accounts for 2016/2017.  

 

Participants were asked to collect data 

from ED patient records on consecutive 

cases who pres ented to the ED between 1 st 

January 2016 and 31 st December 201 6. 

 

Sample size  

RCEM reco mmended auditing a different 

number of cases depending on the number 

of patients seen within the data collection 

period.   If this was an area of concern, EDs 

were able to submit data for more cases for 

a  more in -depth look at their performance.  

 

Basing the  audit sample size on the number 

of cases in this way increased  the reliability 

of your EDõs audit results. 

 

Audited cases were recommended to be  

collected  consecutive ly during the data 

collection period (1 January 2016 to 31  

December 2016 ). 

 

Expected 

number of cases  

Recommended audit 

sample  

< 50 All eligible cases  

50-250 50 consecutive cases  

>250 100 consecutive cases  
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Standards  

The audit asked questions against standards published by RCEM in June 2016:  

  

Standard  Standard type  

1. Respiratory Rate, Oxygen Saturations (SaO 2), 

Supplemental Oxygen Requirement, Temperature, Blood 

Pressure, Heart Rate, Level of Consciousness (AVPU or 

GCS) and Capillary  Blood Glucose recorded on arrival  

Fundamental  

2. Review by a senior (ST4+ or equivalent) ED medic or 

involvement of Critical Care medic (including the 

outreach team or equivalent) before leaving the ED  

Developmental  

3. O2 was initiated to maintain SaO 2>94% (unless there is a documented reason not to) : 

a.  50% within one hour of arrival  Aspirational  

b.  100% within four hours of arrival  Developmental  

4. Serum Lactate measured within four hours of arrival  

a.  50% within one hour of arrival  Aspirational  

b.  100% within four hours of arrival  Developmental  

5. Blood Cultures obtained  

a.  50% within one hour of arrival  Aspirational  

b.  100% within four hours of arrival  Developmental  

6. Fluids ð first intravenous crystalloid fluid bolus (up to 30mL/kg) given:  

a.  75% within one hour of arrival  Developmental  

b.  100% within four hours of arrival  Fundamental  

7. Antibiotics administered:  

a.  50% within one hour of arrival  Developmental  

b.  100% within four hours of arrival  Fundamental  

8. Urine Output measurement/ Fluid Balance Chart 

instituted within four hours of arrival  
Developmental  
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Understanding the different types of 

standards  

 

 Fundamental : need to be applied by all 

those who work and serve in the healthcare 

system. Behaviour at all levels and service 

provision need to be in accordance with at 

least these fundamental standards. No 

provider should provide any service that 

does not comply with these fundamental 

standards, in relation to which there should 

be zero tolerance of breaches.  

 Developmental : set requirements over 

and above the fundamental standards.  

 Aspirational : setting longer term goals.  

 

For definitions on the standards, refer to 

appendix.  

 

 

 

Quality Improvement Project  

This symbol identifies an area that would be 

a good topic nationally for a QIP.  Local QIP 

priorities may vary depending on 

performance.  

 

 

 

 

 

 

 

 

 

 

 

QIP 
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About this report  

Understanding the charts  

There are different types of charts within this report to present the data.  The example 

graphs below show the type of charts you will encounter.  

 

Time and date  

 
 

 

Sorted Bar Chart  

 
 

  

Sorted  bar  charts  show  the  

national  performance,  where  

each  bar  represents  the  

performance  of  an  individual  ED. 

The horizontal  lines represent  the  

median  and  upper/lower  

quartiles.  

 

This chart  shows the  day  and  

time  of  patient  arrivals.  Higher  

bars show  when  a  lot  of  

patients  are  arriving  in the  ED, 

whereas  lower  bars show  

quieter  arrival  times.   
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Stacked Bar Chart  

 

 
 

 

Stacked sorted bar chart  

 

Stacked  bar  charts  show  the  

breakdown  of  a  group  

nationally.   These are  used  when  

it will be  helpful  to  compare  two  

groups  side by  side, for  example  

comparing  local  data  with  the  

national  data.  

 

These charts  are  similar to  the  

sorted  bar  charts,  but  like 

stacked  bar  charts,  they  show  

the  breakdown  of  a  group  for  

each  ED.  These are  used  when  it 

will be  helpful  to  compare  two  or 

more  variables  for  each  ED in the  

sample.  
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Section 1: Organisational audit   

Results of the organisational audit conducted in 196 EDs.  

 

Q1a -f: Organisational features   

 

 

 

 

 

 

Sample: all EDs 

This was the first time that organisational 

data were analysed. Almost all EDs have a 

sepsis lead, a sepsis protocol and provide 

sepsis education (96%, 95% and 96 % 

respectively). This is a great achievement 

and shows how responsive we are as a 

specialty to the many recommendations for 

improved organisation th at have come 

from national reports. Patient information 

should be the next focus, as currently only 

26% of EDs provide it.  

 

The new (Sepsis-3) definitions were 

published in early 2016 and 39% of EDs have 

started to use them.   

Q1d: If the ED has a protocol, does it include guidance on:  

 

  

 

Sample: Q1c = yes   

The key elements of a sepsis protocol should 

assist the treating clinician in patient 

management. As well as a ssisting with the 

diagnosis, ED sepsis leads should review their 

protocol and ensure that it covers the 

choice of antibiotic for the local population, 

how to investigate and control the source 

of the infection and highlight the 

importance of good antibioti c stewardship. 
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Section 2 : Casemix  

National casemix and demographics of the patients  

Q3&4: Date and time of arrival  

 

 

Sample: all patients  

The time and day of presentation follow s a normal pattern of ED attendances during the 

day , with no reduction over the weekend and increased attendance on Mondays and 

Tuesdays. 
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Section 3 : Audit results  

Vital sign monitoring  

Q5: Were the following vital signs recorded on arrival: respiratory rate, oxygen saturations 

(SaO2), supplemental oxygen requirement, temperature, b lood p ressure, heart rate, level 

of c onsciousness (AVPU or GCS) and c apillary b lood glucose?  

 

 

 STANDARD 1: Respiratory Rate, Oxygen Saturations (SaO2), Supplemental Oxygen 

Requirement, Temperature, Blood Pressure, Heart Rate, Level of Consciousness (AVPU or 

GCS) and Capillary Blood Glucose recorded on arrival  

Sample: all patients  

Early recognition of sepsis is critical to the clinical outcome. Using the national Early 

Warning Score (NEWS) in the ED i s increasingly common and has been shown to rapidly 

identify patients with sepsis. All patients with  suspected sepsis and  a NEWS of 3 should 

undergo immediate screening for sepsis vi. 

 

Systematic Inflammatory Response Syndrome ( SIRS) criteria are still used  in some EDs and 

includes the capillary blood glucose.  In future audits d uring  the  transition to the Sepsis -3 

definitions, capillary blood glucose will be reported separately.  
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Conscious level, supplemental oxygen requirement and capillary blood glucose ar e the 

weak points in recording patient observations. Efforts should be made to ensure that staff 

are supported in recording all observations and, if required, accurately calculating the 

patientõs NEWS. 

 

Red Flag Sepsis 

Due to diagnostic delays that occur i n the ED, especially with the introduction of the Sepsis -

3 definitions, it is acceptable to start the Sepsis -Six in the presence of any ôRed Flagsõ in 

suspected sepsis cases. Following publication of the NICE guidance, t he Red Flags are:  

¶ Responds only to Voice, Pain or Unresponsive  

¶ Systolic blood pressure Ò90mmHg 

¶ Heart rate >130  

¶ Respiratory rate >25  

¶ Needs oxygen to maintain SaO 2 >92% 

¶ Non -blanching rash/ mottled/ cyanotic  

¶ Has not passed urine in the last 18 hours  

¶ Urine output <0.5mL/kg/hr  

¶ Lactate Ó2mmol/L 

¶ Recent chemotherapy  

 

If any one of the above is present, RCEM supports the recommendation to commence the 

Sepsis-Six immediately, ideally within one hour of the patientõs attendance to the ED. 
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All vital signs monitored: vari ation in median performance across all EDs   

 

 STANDARD 1: Respiratory Rate, 

Oxygen Saturations (SaO2), 

Supplemental Oxygen Requirement, 

Temperature, Blood Pressure, Heart Rate, 

Level of Consciousness (AVPU or GCS) 

and Capillary Blood Glucose recorded 

on arrival  

Sample: all patients  

There appear s to be vast differences 

between EDs across the UK which 

suggests that we should look in more 

detail at the observations that we do 

and do not record.  

 

Vital signs monitoring compared to previous years  

 

Sample: all patients  

This audit looked at more vital signs than 

previous audits and it is therefore not 

possible to draw any conclusions as this is 

not a direct comparison of performance.  

Individual EDs should routinely monitor 

their performance against those vita l 

signs which they measure to ensure the 

early identification of patients with sepsis.  
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Senior clinician involvement in care  

 

Q6a: Was the patient reviewed by a senior (ST4+ or equivalent) ED medic or Critical Care 

medic (including the outreach team o r equivalent) involved in the patientõs care before 

leaving the ED?  

 

 

 STANDARD 2: Review by a senior 

(ST4+ or equivalent) ED medic or 

involvement of Critical Care medic 

(including the outreach team or 

equivalent) before leaving the ED  

Sample: all patients  

The mortality from sepsis is high.  All 

patients with this diagnosis should be 

discussed with a senior ED medic or 

Critical Care medic (including the 

outreach team or equivalent) to plan 

the best possible management for the 

patient.  
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Treatment  times  

Q7-12: Were the f ollowing elements of the Sepsis -Six done?  

¶ Oxygen initiated to maintain SaO2>94%  within 1 or 4 hours  

¶ Serum lactate measurement obtained within 1 or 4 hours  

¶ Blood cultures obtained within 1 or 4 hours  

¶ The first intravenous crystalloid  fluid bolus (up to 30ml/kg) given within 1 or 4 hours  

¶ Antibiotics administered in the ED  within 1 or 4 hours  

¶ Urine output measurement/ Fluid Balance Chart instituted within 4 hours  

 
 

Sample: all patients  
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Treatment  before leaving ED  

Q7-12: All elements of the Sepsis -Six done before leaving the department  

 

 

 

 

Sample: all patients  

 

 
  














































