
                                                                          
 

 

Improving Early Detection &  
Treatment of Sepsis 

 
Advancing Quality (AQ) is a North West programme designed to identify and 

reduce unwarranted variation in the delivery of care across healthcare 

organisations. Driven by the needs of the participating organisations, the 

programme offers members a structured approach to embedding evidence based 

care, enabling the highest quality care to be provided to every patient, every time.  

The AQ Sepsis programme relies on organisational commitment, executive 

support, clinical leadership and engagement from front line staff to deliver a collective approach to 

improving patient outcomes.   

Background 

Sepsis is a significant cause of morbidity and mortality. In the UK, the estimated in hospital mortality is 

30%
1
.  There are more than 250,000 episodes of sepsis annually in the UK

2
. According to the national 

Standardised Hospital Mortality Ratio (SHMI) for the year ending June 2018 there were almost 38,000 

patients with a diagnosis of sepsis who died in hospital or within 30 days of discharge.  About 6200 

(~17%) of those were in the North West
3
.  

The early detection and treatment of sepsis has been highlighted as a major focus for improvement, 

NHS England produced a National Action Plan
4
 and a financial incentive system

5
. The optimal 

diagnosis and treatment of people with sepsis has received significant international attention and we 

have seen considerable advances in pathobiology, management and epidemiology
6
. 

The lack of available and comparable data for sepsis has hampered evaluation
7
; the AQ Sepsis 

programme offers a clinical, defined measure set to support organisations to improve. The AQ sepsis 

measures were devised by a regional Clinical Expert Group (CEG) supported with research based 

evidence by the British Medical Journal (BMJ). The measure set was revised in 2018 to refine a 

standardised approach to the identification and treatment of sepsis. The measures are designed to 

provide a consistent approach to early identification and treatment and reflect national policy and the 

best available evidence
8
 
9
 
10

 (see table 1.). 

 
 
 
 
 
 
 
 
 

 
Actions: 
 
The AQ sepsis programme is designed to standardise measurement and to use data to support 

healthcare organisations to drive improvement.   

To provide and promote a standardised measure set, the AQ programme uses diagnosis
11

 data from 

hospitals
12

 to identify admissions relating to sepsis. Hospital trusts then enter the additional measure 

set data required for these admissions from patient notes.  

Aims: 
 

The case study is designed to give you an understanding of how: 
 

 A collaborative approach can improve how quickly you recognise and treat people with 
sepsis when they arrive at your hospital. 

 Measurement data can identify improvement opportunities in the treatment of people 
with sepsis and monitor the impact of your interventions.  

 



                                                                          
 

 

The AQ team manage the data processing and produce monthly reports for participating trusts.  

Performance reports are designed to provide an overview of regional activity and improvement and 

outcome reports focus on hospital based mortality, length of stay and readmission rates. 

The improvement advisors and analysts in the AQ team support organisations in the North West to 

use data to drive improvement. The team work closely with trusts to translate variations in data into 

improvement projects using Quality Improvement (QI) tools and methodologies to deliver, and 

demonstrate, improved outcomes. 

To spread good practice, share results and promote success the AQ team host sepsis collaborative 

events twice a year; these have evolved into communities of improvement.  

Table 1. AQ sepsis measure set 2019 
Sepsis measures 2019 

National Early Warning Score (NEWS/NEWS2) recorded within 1 hour of hospital arrival 

Blood cultures taken within 1 hour of sepsis diagnosis 

Antibiotics administered within 1 hour of sepsis diagnosis 

Serum lactate taken within 1 hour of sepsis diagnosis 

IV fluids commenced within 1 hour of sepsis diagnosis 

Senior Review or assessment by Critical Care within 2 hours of sepsis diagnosis 

Data collection measure 

Care pathway commenced following sepsis diagnosis 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Results: 

 The AQ Sepsis programme has been successful in 

supporting participating organisations to demonstrably 

improve the overall standard of care delivered to 

patients with sepsis in the North West over the last 

five years. 

 13 Trusts across the region now use the AQ devised 

measure set to monitor the consistent delivery of care 

to patients with sepsis. 

 This collaborative approach has seen a 29% 

reduction in variation across the region since the 

inception of the programme, from a 39-89% range 

across participating trusts to a 71-92% range. 

Figure 1. Sepsis 
composite process 
score trends over 
time from 
September 2014 – 
September 2018. 

Learning: 
 Coding of sepsis by hospital 

trusts has improved due to 

collaborative working with 

clinical coding teams. 

 The AQ measure set has been 

used to identify opportunities for 

improvement, gaps in provision 

and out-dated clinical standards 

and has reduced the variation in 

care experienced by people with 

sepsis in the North West. 

 The AQ measure set has 

supported providers and 

commissioners to successfully 

deliver the sepsis CQUIN. 



                                                                          
 

 

 
Further Information: 
 
This case study has been produced by the Advancing Quality Alliance on behalf of Health Education 
England. 
 
For more information please contact: 
advancing.quality@nhs.net 
Or visit: 
www.aquanw.nhs.uk  
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