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Response to Suspicion of Sepsis & 
Deterioration in Care Homes 
  
In 2015, an All Parliamentary Group was established which called for the need to address 
sepsis across the NHS and NHS England identified tackling sepsis as a clinical priority for 
improving patient outcomes. The National Confidential Enquiry into Patient Outcome and 
Death (NCEPOD) highlighted lessons learnt from sepsis cases and provided key 
recommendations for improving the quality and safety of care. Of these 21 
recommendations, 6 were identified as being relevant to the care homes within Lancashire 
County Council.  

  
 Training in the recognition and management of sepsis in primary and secondary 

care; 

 Standard method of referral from primary to secondary care; 

 An early warning score e.g. (NEWS) to be used in primary and secondary care; 

 Primary care providers to ensure robust safety netting for those suspected as at 
risk of sepsis 

 Early identification and management of the source of sepsis where possible 

 Patient and carer information 
 

Lancashire County Council worked with local CCGs to deliver an improvement programme 
aimed at the early identification and escalation of patients in care homes with a suspected 
diagnosis of sepsis. 

Background 

Lancashire County Council covers a large 
geographical area: 6 Clinical Commissioning 
Groups (CCG) with over 400 care homes.  

Residents living in care homes represent one 
of the highest risk groups for sepsis; they are 
elderly, often living with co-morbidities, are 
immune compromised and at an increased 
risk of infection which can lead to sepsis.  

As high risk population there are opportunities 
to identify residents with a suspicion of 
infection together with soft signs of 
deterioration: the inability to walk; pass urine; 
confusion; or concern from a carer or clinician, 
in particular for frail residents in care homes. 

Lancashire County Council (LCC) have 
actively supported recommendations to 
screen and record suspicion of sepsis in 
residents, and implemented a sepsis strategy 
for all care home settings.  The opportunity for 
care homes to improve the experiences and 
outcomes for residents with sepsis was 
identified.                                                                             
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Actions: 

Action One: Understand Local Drivers for Improvement  

Local post infection reviews for reportable infections: Clostridium difficile (C.diff); and 

Methicillin Resistant Staphylococcus Aureus (MRSA) carried out by LCC’s Infection 

Prevention Team with some care homes during 2015-2016 identified service delivery gaps 

for health and social care in the early identification and timely referral to treatment for care 

home residents with sepsis.  The service gaps included: 

 A lack of consistent and evidence based approach to screening for sepsis; 

 Variation in the use of language and clinical evidence to communicate to key health 

care providers 'we think this is sepsis'  

 Variation in the timely escalation for appropriate healthcare for residents. 

 

Following the publication of the NCEPOD report and the identification of local drivers in the 
region, the Infection Prevention Team devised the Sepsis Strategy. The strategy was 
devised to outline what LCC wanted to do in order to gain the support of clinical leaders and 
care homes and set out a pan-Lancashire vision. 

This work contributed to the statutory Public Health work delivered to protect and improve 

the health and wellbeing of Lancashire's residents, on behalf of the Director of Public Health. 

 

Action Two: Training Programme 

A cross-organisational team including LCC’s Infection Prevention Team, local Sepsis 

Specialist Nurses and a Care Home Manager, designed and delivered training sessions to 

senior care home staff. These training and development sessions aim to improve the 

knowledge, confidence and skills of care home staff in the early identification of sepsis, by 

incorporating evidence-based and best practice approaches for the identification and referral 

of people with sepsis which are recommended for use in care homes. The programme 

includes education on infection and prevention, early identification of deterioration, 

management and escalation of deteriorating residents and post sepsis care.               

Aims 

 Improve the experience and outcomes for Lancashire Care Home residents with sepsis;   

 Implement a common language to support effective communication between key health care 

providers; 

 Improve the escalation timing for appropriate healthcare for care home residents; 

 Improve public awareness to sepsis in Lancashire Care Homes. 
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Figure 1. Overview of training programme.    

The training provides an overview of good practice in infection prevention, describes sepsis 

with particular consideration to its management within care homes and includes a three 

month follow up to evaluate implementation and provide any additional support to staff.  

Training outcomes:  

 Implementation of sustained and consistent evidence based and best practice 

approaches to the prevention and management of sepsis in care homes 

 Improved communication between health and social care professionals with regards 

to the management of residents with sepsis  

 Improved and timely responses across community healthcare providers to attend to 

the needs of care home residents with sepsis  

 Rapid referral of residents to local acute trusts for appropriate and time critical 

treatment for sepsis  

 Increased awareness of the care needs of residents following a sepsis diagnosis 

 Improved public awareness of sepsis in Lancashire care homes 

Pre and post session evaluations are undertaken to ensure that knowledge, skills and 

confidence are improving. Feedback from these evaluations will be used to constantly refine 

and improve the training.  

Action Four: Escalation  

As part of the programme of education Care Home Teams were also provided with details of 

pathways for escalation of a deteriorating patient: 

 Provide NEWS2 score (compared with normal NEWS2) 

 Provide a more detailed clinical account of the signs of deterioration 

 State ‘we think this could be sepsis’ 

 Assess resident for appropriate clinical review – 

 In the care home by GP or ANP or  

 Ambulance transfer to hospital 

 Consider resident and family wishes in line with wishes and DNAR 
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Results:  

Education Programme: 

The education programme has been running since September 2017 and has been delivered 

to more than 250 staff from across the region. The on-going evaluation has allowed the 

infection prevention team to adapt the programme so that it also meets the needs of health 

care workers. Local feedback has been collated and suggests that teams feel more 

knowledgable and confident in identifying the deterioating patient.  

 

•  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A formal evalation is planned to evalate the impact of this improved education and 

communication strategies used in the care home setting.  

Case Examples: 

 

 

 

 

 

 

  

 
“Residents feel reassured they 
have normal NEWS2 and if not, 
something will be done about it” 
 

 

“Families like to see care home staff 

carrying out NEWS2 measurements if 

their loved ones feel unwell and 

deteriorate – they like the immediate 

response” 

 

“More detailed clinical information of 

resident’s deterioration being 

communicated to other HCPs and with 

regular monitoring of NEWS2”  

“More infections being 
treated earlier at source in 
care homes with less 
ambulance call outs and 
hospital admissions” 
 

 De-escalation 

 Situation: 62 year old with Schizophrenia (baseline NEWS2 = 3), had strong smelling 

urine and new/mild confusion, NEWS2 = 5. Care home called GP who attended. 

 Action: Resident nursed in bed with Nitrofurantoin and fluids, GP advised if NEWS2 

returned to 5 or more to call an ambulance. 

 Outcome: NEWS2 reduced to 4, then 3. Resident became well again and stayed at 

home. 

 

 E Escalation 

 Situation: 94 year old, with Vascular Dementia, Hypertension and a pacemaker, fell 

and became acutely unwell, NEWS2 = 6. 

 Action: NWAS called, paramedics confirmed suspicion of sepsis of the chest. Resident 

was treated in hospital with IV antibiotics. 

 Outcome: Resident was tired and weary on return to the care home, but pleased to be 

home in familiar surroundings with familiar faces. 
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Further Information: 

 

This case study has been produced by the Advancing Quality Alliance on behalf of Health 

Education England. 

 

For further information about the content contact: 

Jane Mastin 

Infection Prevention Nurse (Sepsis Lead) 

Patient Safety and Safeguarding 

Lancashire County Council 

Jane.mastin@lancashire.gov.uk  

 

Advancing Quality 

advancing.quality@nhs.net 

www.aquanw.nhs.uk 

Learning 

 Standardisation of assessment in care homes will lead to early recognition of 
deterioration  

 Supported education in care homes allows health care teams to learn more about 
their residents 

 Communication supports early referral for resident review 

 Education on infection prevention will reduce the number of patients developing 
sepsis in the care home environment  

mailto:Jane.mastin@lancashire.gov.uk
mailto:advancing.quality@nhs.net
http://www.aquanw.nhs.uk/
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