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Sepsis and deterioration is a huge clinical problem and 70% of sepsis cases originate in Primary 

Care. In the last five years we have experienced a culture shift in primary care; from seeing 

sepsis as an acute condition that is difficult to detect, to recognising the need to actively assess 

patients where infection could be causing significant illness or deterioration1. The early 

assessment and consistent recording of physiology in the deteriorating patient is increasingly 

recognised as important to improve outcomes across all care settings.  

While the adoption of NEWS2 criteria has enabled secondary care and ambulance services to 

standardise assessment and communication, there remains a lack of evidence for the best 

methods of assessment for primary care settings. Primary Care:24 decided to implement the use 

of standardised messages to communicate concerns of potential sepsis to patients, General 

Practice, Hospital and ambulance services. It was hoped that improving sepsis recognition pre-

hospital and alerting secondary care services prior to transfer using a common language would 

facilitate early treatment, potentially saving many lives. 

Background 

Primary Care: 24 (PC:24) delivers a range of urgent and primary care services to around 1 million 

people across Halton, Knowsley, Liverpool, St Helens and Sefton. As a not-for-profit Social 

Enterprise, PC:24 works closely with people, partners and communities to deliver services that 

focus on quality and care. 

PC:24 joined the Advancing Quality (AQ) System Wide Approach to Sepsis Collaborative 

Programme in September 2016, with the aim of improving pre hospital care for adult patients 

suspected of having sepsis following the death from sepsis of a normally fit and well patient aged 

37 years: 

 

 

Patient Story 

The 37 year old patient called NHS 111 with symptoms of vomiting, pains in legs, fever all day, 

sore throat, panicky and breathing rapidly. They had no significant past medical history and were 

not taking any medication. Triage history was taken from a third party caller and the telephone 

triage doctor advised the patient to attend a primary care centre.  

The patient was examined in the primary care centre and was recorded as looking unwell with 

cervical adenopathy exudate on tonsils. The Doctor diagnosed acute tonsillitis and noted they 

were “very close to admitting” but made the decision to treat the patient with oral antibiotics and 

safety netted to report worsening symptoms.  

The patient went to the pharmacy to collect the prescription and collapsed in the car park. 

Following acute admission to hospital the patient died of sepsis in the Emergency Department.  
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Actions: 

Action One: Establish an Improvement Team        

PC:24 brought together staff from the local Sepsis ED team at the Royal Liverpool & Broadgreen 

University Hospital NHS Trust, and three Doctors from the out of hours service to design and 

implement a programme of improvement. The team were part of a system-wide sepsis 

collaborative programme. The team met formally every three months to review actions and 

progress improvement ideas. Key areas identified to support the programmes aim: accountability; 

capacity; measurement; culture and education. 

Aims 

 That 3 in 4 (75%) of adult patients admitted to hospital from primary care with suspected 
sepsis will have a full set of documented observations; 

 All patients transferred to secondary care will have a recorded NEWS score;  

 Record a full set of observations for all patients undergoing a face to face consultation.  
Included in the definition of full set of observations was temperature, respiratory rate, blood 
pressure, pulse, level of consciousness and oxygen saturations.   

 Use of NEWS as common language for assessment and monitoring progress over time; 

 Raise public awareness of sepsis; 

 Develop a collaborative approach with secondary care to examine patient outcomes for 
those transferred to with suspected sepsis. 
 

 

Figure 1. Driver diagram devised to support programme aim 
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Figure 2. Percentage of baseline observations recorded 

August – September 2016 

 

Action Two:  Increasing Education and Awareness  

In October 2016 the team used the patient story above to run an education and awareness 

session at the PC:24 centre with attendees from across the out of hours service including North 

West Ambulance Service. The event was supported by Dr. Emmanuel Nsutebu, Infectious 

Diseases Consultant and National Sepsis Lead, who led the secondary care programme on 

sepsis.  

The education programme has continued; information and learning have been shared from the 

sepsis collaborative, relevant call analysis, audit and Datix incidents and complaints.  

PC:24 has also sought to increase awareness; adopting the phrase, “Think Sepsis - Say Sepsis” 

to encourage common language not only in NEWS but in all verbal communications. Relevant 

materials and learning have been circulated to all PS:24 clinicians (doctors, nurses and 

paramedics) via the local ‘Current Issues’ clinical bulletins, produced every other week. 

 

Action Three: Using Data to Improve                        

The team collated baseline data in August 

2016 to provide a shared understanding, 

context and focus for the programme. The 

baseline data looked at the number of 

patients with full, partial or no 

observations. The analysis showed that 

only 12% of patients having a face to face 

consultation had a full set of observations 

recorded, 66% had partial observations 

and 22% had no observations.  

The team decided to use this data on a 

monthly basis to identify trends and 

monitor improvement. PC:24 needed to 

change their electronic system design to 

add the functionality to record a full set of 

observations before completing calls for patients admitted to hospital with infection. 

Action Four:  Collaborative Working  

As part of the System Wide Sepsis Improvement programme working with similar teams involved 

in the Advancing Quality programme, the team benefitted  from the advice, support and learning 

from other regional organisations. This was especially useful given the lack of published 

evidence on effective mechanisms to identify and escalate sepsis cases appropriately from 

primary care. 

The collaborative approach actively working with the secondary care provider also promoted 

excellent working relationships across the pathway, with regular feedback to ensure collective 

approach to the pre-alerting, escalation processes. 
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Results:  

Observation Recording: 

The programme aimed for 75% of adult patients admitted to hospital from primary care with 

suspected sepsis to have a full set of documented observations and this was met by month 12 of 

the programme. Performance has been sustained over the last 12 months and continues to be 

monitored to ensure embedding within the organisation.  

Feedback on case outcomes and shared understanding of hospital processes motivates Out Of 

Hours GPs to consistently record full sets of observations and pre-alert secondary care clinicians 

for suspected sepsis admissions. 

 

Next Steps: 

On-going Monitoring:  

PC:24 continue to routinely monitor the recording of observation compliance, and share the 

results throughout the organisation. Work is underway to produce formal outcomes analysis on 

the patient cohort transferred to secondary care which will support the evaluation of the use of 

NEWS in primary care settings.  

 

 

Continuous Learning: 

 

PC:24 have established a programme of continuous learning from adverse incidents and near 

misses from service delivery and care delivery perspectives. Patient stories are used to provide 

evidence of good outcomes in individual cases. 

Figure 3. Change in percentage of observations recorded over time 
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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: 

John Caldwell  

Medical lead  

Primary Care:24 

John.Caldwell@pc24.nhs.uk   

  

Advancing Quality 

advancing.quality@nhs.net 

 

www.aquanw.nhs.uk 

Learning 

 Improving the recognition of sepsis in primary care settings and alerting secondary 

care services prior to transfer using a common language facilitates early treatment 

potentially saving many lives. 

 Results require culture change; listening to feedback, developing appropriate 

technological solutions and the importance of engaging the interest of clinicians to 

make progress with better and more consistent treatment of serious clinical issues. 

 Where there is a lack of evidence, organisations can benefit from using their own 

data to understand and identify opportunities for improvement and to tap into existing 

collaborative networks to gain an understanding of what might work. 
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