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Increasing Awareness of Sepsis to Improve Patient 
Outcomes  

 

Early recognition of sepsis by ward nurses has been 

shown to improve survival for patients in hospital 

(Torsvik et al, 2016).  

Mid Cheshire Hospitals NHS Foundation Trust (MCHFT) wanted to improve recognition of 

sepsis across the organisation, ensuring that early recognition and treatment promoted 

optimal outcomes and experience for patients.  

Background 

MCHFT is an acute hospital trust with three sites across Cheshire: Leighton Hospital, 

Victoria Infirmary, and Elmhurst Intermediate Care Centre. The Trust serves a population of 

approximately 300,000 and has an estimated 700 patients presenting at hospital with 

suspected sepsis each year. 

As part of the trust’s response to improving outcomes for people with sepsis MCHFT 

identified the need for a co-ordinated and standardised approach to improving the early 

recognition of sepsis across all clinical areas.  

 
 
 
 
 
 
 
 
 
 
 
 

Actions: 

To support the early screening, diagnosis and treatment patients who present at hospital or 

develop sepsis as inpatients the trust has established a sepsis team. The team is led by an 

Acute Physician and Emergency Consultant and supported by a Sepsis Nurse.  

 

Action one: Implementing a Sepsis Pathway 

The sepsis pathway was devised through a series of Plan, Do, Study, Act (PDSA) cycles to 

ensure it reflected national guidelines and supported clinical teams to deliver timely care. 

Stakeholder engagement and feedback was sought from all disciplines in the healthcare 

team, this ensured the proposed pathway was suitable to be implemented across the 

differing health care settings. The sepsis pathway identifies Moderate Risk and High Risk 

Sepsis in acutely admitted and inpatient cohorts.  

 

 

Aims: 
 

 To raise the profile of sepsis across the organisation, strengthening the 

awareness and recognition of sepsis to improve clinical outcomes and 

experience for patients.  

 To adopt a co-ordinated approach to develop and spread initiatives that 

improves the delivery of care to people with sepsis across the trust. 
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Action Two: Raising awareness of Sepsis:  

 

  

 

 

  

 

                               

 

 

 

 

 

 

Raising awareness was one of the key 

organisational improvement aims. Sepsis 

Screening stickers were devised to act as a 

visual prompt for staff responsible for 

admitting patients. The stickers were 

devised for both adult and paediatric 

patients. The adult stickers are used in all 

documentation in all admission areas of the 

trust. Paediatric stickers are used in all new 

paediatric admissions.  

The Sepsis Nurse Specialist has played a 

key role in raising awareness and 

implementing many of the trust wide 

initiatives to ensure that sepsis is at the 

forefront of clinical assessments. 
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The Sepsis Nurse has hosted and promoted sepsis awareness and education at every 

available opportunity; attending trust wide events to highlight awareness of sepsis, using 

various media outlets to ensure sepsis is shared to a wider audience including: 

 Sepsis Red Day 

 World Sepsis Day 

 Patient Journey Comic* 

 Health and Wellbeing Fair 

 The Sepsis Game 

*see appendix for example 

 

Action Three: Education 

One of the shortcomings identified in the Parliamentary and Health Service Ombudsman’s 

report on sepsis (2013) focussed on the need for adequate education and training of staff in 

relation to the recognition of sepsis. The sepsis improvement programme supports the local 

Quality Matters Assurance Framework which aspires to deliver excellence in healthcare 

through innovations. The sepsis team have assumed responsibility for the overall 

programme of education within the organisation and have co-ordinated various initiatives to 

ensure sepsis remains a priority.  

These include: 

 Sepsis Focus Weeks: all wards participate in allocated weeks that are aimed to raise 

the profile of sepsis with bespoke training support for staff. 

 Return to Practice: supporting student nurses and return to practice nurses in sepsis 

and treatment requirements. 

 Simulation Training: virtual medium through which early identification and treatment 

of sepsis can be taught and assessed.  

 Sepsis Link Nurses: for each clinical area who prioritise sepsis in ward areas. 

 Emergency Board Rounds: to heighten awareness around patients who present to 

hospital with suspected infection / sepsis.  

 E-learning training: over 1,400 staff have successfully completed.  

 Quality Week: specialist teams promote areas of quality improvement throughout the 

trust. This includes sepsis, infection prevention and falls. 

 

Action Four: Development and Implementation of Improvement Initiatives:   

Many improvement initiatives have been developed and embedded with the organisations to 

support team in the delivery of sepsis care.  

 

Sepsis trolley: In the emergency department, a sepsis trolley has been installed to ensure 

that all the required equipment for diagnosis and treatments are available in a central 

location.  
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Patient Group Direction (PGD): A PGD has been devised for patients diagnosed with high 

risk sepsis and is used in both the emergency department and ambulatory care unit.  

 

Sepsis steering group: The trust host a sepsis steering group meeting on a monthly basis 

to review screening, treatment time and understand the mortality related to this condition.  

 
Sepsis pathway and trigger system in the community: this recent instruction supports 
pre-alerting of patients suspected of having sepsis to acute care teams.  
 

 
 
 
 

 
The trust has demonstrated an 18% rate of improvement in the screening for sepsis at 
arrival to hospital and a 24% increase in the number of patients receiving antibiotics within 1 
hour of sepsis diagnosis. 

 

The number of patients with 
sepsis diagnosis has 
increased whilst the in-
hospital mortality has fallen 
 
 
 
 
 
 
 
 
 
 
 
 
 Fig 3: Number of patients with a diagnosis of sepsis and in-hospital mortality  

Results: 
 

Fig 1: ED sepsis screening Dec 2017 – Nov 2018 Fig 2: ED Antibiotic administration Dec 2017 – Nov 2018 
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Education is on a continuous cycle and to date approximately 1,400 have undergone training 
in the early recognition and treatment of sepsis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

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: 
 
Lucy Grant 
Sepsis Specialist Nurse 
Lucy.Grant@mcht.nhs.uk 
 
 
Advancing Quality 
advancing.quality@nhs.net 
www.aquanw.nhs.uk 

 

Learning: 
 

 Awareness and education has improved early recognition and treatment for patients 

with sepsis  

 Engagement using varied media forms has ensured that both staff and patients are 

aware of the disease 

 Local initiatives have supported clinical staff to treat patients efficiently and effectively 

 Sepsis Nurse Specialist appointment has delivered improved advise and support to 

clinical practice, education and awareness to sepsis on a daily basis     
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Appendix 1: 
Mid Cheshire Hospitals NHS Foundation Trust: Patient Journey comic 


