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SEPTEMBER 2016  Sepsis: Spot it, Treat it, Survive it
According to Muhammad Ali, “It isn’t the mountains ahead to climb that wear
you out; it’s the pebble in your shoe.” Ali passed away earlier this year from complications of sepsis leading to septic shock.i

Trajectories is a bimonthly publication highlighting Missouri
hospital initiatives to improve
the health of their communities,
as well as the experience and
effectiveness of the care provided to their patients.

The August edition of HIDI HealthStats investigated trends in septicemia and
sepsis in Kansas and Missouri. Researchers found that patients that present with
sepsis, or that suffer from hospital-acquired sepsis, have eight times the mortality
rate of patients hospitalized without a sepsis diagnosis. In addition, they identified a significant increase in sepsis diagnosis — especially among patients with
community-acquired sepsis.
Sepsis is similar to Ali’s pebble in the shoe. If not identified and addressed, the
condition can slow the patient’s progress on the health care journey, have longterm implications for health or in the most serious cases, lead to death.
Otherwise healthy 12-year old Rory Stauntonii fell and scratched his arm in his
school’s gymnasium. The small injury led to sepsis, which took his life five days
after the injury. Generally, illnesses that are not life-threatening, including urinary tract infection or pneumonia, can cascade into full-blown systemic sepsis,
which can lead to organ failure and death. When identified and treated, hospital
sepsis care can become life-sparing.

What has been done to help identify and treat septic shock?

Rory’s story illustrates the stealth and rapid progress of sepsis, which affects about
1 million people a year in the U.S. and kills about a quarter of those affected.iii
Without early recognition and treatment, sepsis will progress and claim vital
organs, such as the brain, lungs, heart, kidneys or intestines. Patients with septic
shock have a mortality rate that increases by 7.6 percent for each hour that
effective treatments are delayed.ii With greater awareness — learning to recognize and treat the infection sooner — the chances of sepsis becoming life-threatening are diminishing. Within health care organizations, early recognition and
treatment of sepsis involves a collaborative approach among multiple health
care professionals. Similar to polytrauma, acute myocardial infarction or stroke,
commonly referred to as time critical diagnoses, the speed and appropriateness of
therapy administered in the initial hours after severe sepsis develops are likely to
influence outcomes.iv
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Sepsis complications, such as organ
failure, are reasons why caring for
sepsis patients is so expensive.v In
2013, sepsis represented the following.

KHC's Sepsis Journey
KHC has partnered with Wesley
Healthcare in Wichita, Kan., to serve
as a hospital improvement leader
for its 106 hospitals participating in
the Kansas Hospital Engagement
Network’s 2.0 Program. Wesley
Healthcare has a physician-led team
of sepsis champions and subject matter experts that are available to KHC
hospitals. The hospitals can participate in a sepsis champion workshop
to create champions within their own
facilities. Those champions then lead
efforts for early identification and
adoption through the Surviving Sepsis
Campaign’s three- and six-hour sepsis
treatment bundles. In addition, follow-up site visits with select hospital
teams allowed Wesley’s improvement
leaders to recommend a customized
action plan for their facilities. The improvement leaders also facilitate hospital sharing of best practices, policies,
protocols and other tools through
KHC’s statewide sepsis Listserv. The
system has been especially helpful to
smaller hospitals interested in providing care for patients who remain in
their facilities or to enhance survival
for transferred patients.

■■ the most costly inpatient hospital
treatment
■■ 3.6 percent of hospital stays
■■ 6.2 percent of the overall costs —
$23.7 billion in 2013
The Missouri Hospital Association
and the Kansas Healthcare
Collaborative have identified sepsis
as a priority. According to data in
Figure 1, an upward trend is observable in overall sepsis and hospital-acquired sepsis throughout the last five
federal fiscal years of Kansas and
Missouri inpatient data.vi The Centers
for Disease Control and Prevention
suggests that this sustained surge in
prevalence could be because of the
increasing average age of the population, an increased prevalence of
chronic illness, heightened awareness
and tracking of sepsis by medical
professionals, the proliferation of
antibiotic-resistant microbes, and rising trends of patients receiving more
invasive procedures, immunosuppressive pharmaceuticals, chemotherapy
and organ transplantation.vii

Figure 1: Sepsis Prevalence and Frequency in Inpatient Hospital
Discharges in Kansas and Missouri, FFYs 2011-2015
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Kansas Hospital Stories
Salina Regional
Health Center
A duo of registered nurses from the
emergency department and intensive
care unit at Salina Regional Health
Center — a 393-bed hospital in central
Kansas — has paired up to lead big
changes in their facility’s sepsis prevention program. A hospitalwide sepsis project has been designed to enable
clinicians to respond to septic patients
early when treatment is most effective.
“We are pretty passionate about it,”
said Katherine Sturm, R.N., long-time
nurse and Clinical Coordinator for
the ED. “I understand why myocardial
infarctions and strokes have previously received the attention for early
recognition and rapid responses, yet
sepsis never really got the attention it
deserved. People are really focusing
on it now.”
Education and early recognition have
been the primary focus of their sepsis
team, which has expanded significantly since new committee leadership
was named in February. The committee now includes a broad range of
disciplines, as well as hospital leadership and two physician champions.
Sturm co-chairs the committee with
Jonna Struble, R.N., an ICU Clinical
Coordinator. “It has become a collaborative team effort with good communication,” Sturm said. “We don’t just
meet; we go out and do.”
“With an increased focus on education and early recognition systems,
the hospital is making huge strides
in its sepsis bundle compliance
and improving patient outcomes,”
Struble said. In addition to education,
reminders and signage for nurses,
physicians and other staff aid in the
early identification and rapid response necessary for optimal patient
outcomes. The facility is leveraging
technology to provide additional
safety nets. Their Meditech system
2

SEPTEMBER 2016  Sepsis: Spot it, Treat it, Survive it
will generate a sepsis alert based on
systemic inflammatory response syndrome to alert the clinician to further
assess the potential presence of sepsis.
Soon, the hospital will implement a
new vital sign machine that provides
early identification and intervention.
“When someone is identified with
sepsis, we do a team swarm and get
everything done quickly,” Sturm said.
Each day, the sepsis team monitors
data for trends and provides feedback
to physicians for cases that fail to meet
the three- and six-hour sepsis bundles.
“We are continuing to look at what we
can do to improve early recognition
for clinicians,” said Struble. The team
currently is focused on improving
adherence to the six-hour bundle,
particularly monitoring lactic acid
levels and working to ensure the
patients are tested and retested in a
timely manner.

William Newton
Hospital, Winfield, Kan.
Early recognition of sepsis and
prompt delivery of evidence-based
care has been a renewed focus of physicians and nurses at William Newton
Hospital. The 25-bed critical access
hospital has not had a sepsis mortality
in a long time, yet they are in a continual state of process improvement to
ensure that doesn’t happen.
“Our team has a strong culture of
patient safety and commitment to
providing patients the best quality
of care,” said Brandy Cuevas, BSN,
R.N., Quality Improvement Director.
“Being a small community just 50
minutes away from Wichita, it is important our patients can confidently
receive effective treatment here.”
With the help of their physician
champion, ED director and case
manager, their efforts have expanded
beyond the ED to the ICU, and are
engaging more people in early recognition. She credits the broad array

of resources provided through the
Kansas HEN for enabling the quality
improvement team to support testing
and development of protocols and
policies, as well as providing education to nursing staff and physicians.
Several members of the hospital’s
sepsis team attended a sepsis champion workshop offered through the
KHC last February at Wesley Medical
Center in Wichita. They also received
a follow-up site visit with the Wesley
Healthcare sepsis team leaders, which
produced an action plan for adopting
a reliable screening tool, educating
nurses, physicians and ancillary staff
on sepsis, as well as keeping sepsis
awareness fresh in everyone’s mind
through ongoing nursing huddles. In
addition, the KHC sepsis Listserv has
provided valuable networking opportunities and tools.
Currently, the hospital is testing ways
to incorporate the checklist, transfer
protocols and other best practices.
Cuevas said that they are recognizing
more sepsis cases. A recent stroke
alert in the ED actually turned out
to be a sepsis patient. The team is
discussing ways to provide additional
community education about sepsis.
In recalling a recent breakthrough in
convincing a physician to administer
the recommended amount of fluids,
Cuevas said, “It is so rewarding to see
how evidence-based medicine really
works; how very ill patient[s] turn
around and go back to being healthy
and back on their feet, at home enjoying their lives.”

Missouri's Sepsis
Immersion Project
Journey
To combat the high costs and increasing frequency and prevalence
of sepsis (Figure 1), MHA developed,
introduced and led the first cohort
of a statewide sepsis immersion pilot
project. Participating hospitals took
part in a 12-month project aimed at

early recognition and intervention of
sepsis. The project consisted of quarterly huddles to discuss the progress of
task completion and review barriers.
The project goal was to decrease the
time lapse between sepsis recognition
and treatment initiation to decrease
morbidity and mortality rates.
The sepsis immersion project
specifically focused on emergency
medical services and the ED’s
delivery of care.
ED Rationale for Project Scope
■■ Annually, there are
500,000 ED visits in the U.S.
for severe sepsis.
■■ Two-thirds of septic patients
enter the health system
through the ED.
■■ Acuity of illness at initial
presentation and the potential
to alter patient outcomes with
emergent interventions take
place in the ED.
■■ Mortality increases by 7.6 percent for each hour effective
treatment is delayed.ii
■■ Organizations with best-inclass sepsis programs typically
start by introducing sepsis
protocols in the ED and then
adopt and implement them in
other units.viii
■■ Beginning implementation
of new policies or processes
with small-scale demonstrations, such as limiting this
project to the ED, will make it
easier to manage rather than
making large-scale, or organizationwide, changes. Smallscale demonstrations, or small
tests of change, also allow
you to refine new processes,
demonstrate their impact on
practices and outcomes, and
build increased support by
stakeholders and teams.viii
3
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MHA’s sepsis immersion project interventions are summarized to:

Figure 3: Three-Hour Bundle Compliance Rates of
12 Participating Hospitals

■■ increase education on early
recognition of sepsis within EMS
and the ED
■■ increase performance of early intervention and treatment of sepsis
by EMS and ED staff
■■ plan for implementation of an evidence-based sepsis care pathway
bundle
■■ offer tools/prompts to assist
care teams in adhering to sepsis
bundles
■■ determine methods and mechanisms to audit bundle compliance
A major component of the project was
implementation of evidence-based
sepsis treatment bundles from
the Surviving Sepsis Campaign
(Figure 2).ix
The seven bundle components in
Figure 2 were broken into individual
process measures on which hospitals
submitted data each month. A review
of this data identified gaps in their
processes, such as provider noncompliance, lack of process for lab draws,
antibiotic misalignment and fluid
administration versus comorbidities.

Source: Hospital Industry Data Institute Quality Collections. Includes
immersion project data from October 2015 to June 2016.

Immersion Project Results

The 12 hospitals participating in the
immersion project experienced a
7.6 percent increase in initiating the
sepsis bundles throughout the project’s nine-month duration. The triage
step included screening patients,
and for those meeting the sepsis
criteria, ensuring the sepsis bundle
was initiated.
Results of the three-hour bundle compliance were positive as work continues to address barriers and improve
processes of care. Overall, hospitals

Figure 2: Surviving Sepsis Campaign Bundles

Source: Society of Critical Care Medicine

participating in the immersion project
are excelling at initiating the bundle components and completing the
preliminary care of a septic patient.
Figure 3 shows compliance rates at or
above 85 percent for the four components of the three-hour bundle,
referenced in Figure 2. Since the
project is scoped to the ED, the initial
three hours and coinciding bundle
components for that timeframe were
the focus of the project.
The immersion project structure
includes quarterly tasks for participants to complete. For the quarterly
task completion rate, a survey was
completed and calculated to show a
completion rate of 80 percent.
The second cohort of the sepsis
immersion project is set to debut
in 2017 and will expand the scope
of the sepsis immersion project
for inpatient units to help identify
and treat hospital-acquired sepsis
at a more rapid pace. Participating
hospitals appreciate the structure and
curriculum of the immersion project,
as well as the follow-up and conference calls, and ongoing resources built
into the project.

4
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Tips to Hardwire Accountability of
a New Sepsis Workflow

Figure 4: Data Strategy to Track Sepsis Bundle
Adherence Daily

Leadership Engagement

Wake Forest Baptist Health in Winston-Salem, N.C.,
created accountability in their sepsis care by reviewing
100 percent of sepsis cases for the first six months of
the program.x Every instance of nonadherence was
elevated to the leadership/C-suite level. Email conversations were held between the leader and the nonadhering provider. This reinforced the message among
staff and faculty that the organization was serious
about sepsis. The email exchanges also were used as a
feedback mechanism for providers to suggest changes
to expedite sepsis care.

Data Transparency

Data transparency is important because it helps clinicians improve patient care. Timely data on bundle
compliance creates an opportunity to assess and
change performance. Organizations can use performance data to both promote accountability and reward
performance (Figure 4).

Figure 5: Next-Day Sepsis Huddle

Debrief

Debriefing on the care provided to sepsis patients is
important to identify and replicate what worked and
prevent what didn’t. Figure 5 provides an example of
how one hospital completes their debrief.

Simple Workflows

Having simple workflows enhances compliance.
Figure 6 shows solutions to three common bottlenecks
in sepsis care delivery — antibiotic selection, supply
availability and lactate test turnaround. The sepsis kit
supply list helps ensure the resources and supplies are
convenient and on hand. As soon as a sepsis patient is
identified, a care provider can place the kit at the bedside to ensure all the necessary supplies for initiating
the care bundles are at hand — eliminating wasted
time in gathering supplies. Figure 6 shows how this
workflow is simplified to accelerate treatment.

Figure 6: Sample Workflow Tactics to Accelerate
Sepsis Treatment

Source (Figures 4-6): The Advisory Board Company
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Missouri Hospital Stories
Freeman Health System

Valorie Graham, MBA, B.S., M.T., Director, System Quality Improvement
“At Freeman Health System, approximately 75 percent of septic patients meet severe sepsis criteria in the emergency department. Initial efforts focused on this area, and a multidisciplinary team including ED and EMS staff, was formed. Sepsis
expert, Dr. Steven Q. Simpson, Professor of Medicine and Acting Director of the Division of Pulmonary and Critical Care
Medicine at the University of Kansas, and a founder of the Midwest Critical Care Collaborative and Board of Director’s
member for Sepsis Alliance, presented at Medical Grand Rounds to boost staff knowledge and awareness. An array of bedside tools and educational materials were developed to help staff, including sepsis screening at triage, role-specific in-services and a sepsis communication tool based on SBAR (situation, background, assessment, recommendation) to clearly
communicate bundled care between units and at shift change. Paper and electronic order sets were designed to align with
core measure requirements, and a single page ED sepsis protocol that can be used in conjunction with another order set (e.g.
pneumonia pathway) was made available. Freeman Health System plans to implement an abbreviated protocol for inpatient
units in the near future. Point-of-care lactic acid testing is now available in the ED and critical care units to simplify testing
and speed results. The information technology staff at Freeman built a clinical panel that pulls all SIRS and lab values onto
one screen for review by bedside staff and the next step is to build simplified electronic order sets and electronic sepsis risk
screening assessments for the inpatient side. This is anticipated to further increase success.”
The resources used by Freeman Health System are included in the appendix.

Mercy Hospital Cassville

Tiffany Means, R.N., ED Manager/HAZMat Coordinator
“Dec.5, 2015, is a date that cannot be forgotten at Mercy Cassville. It was on this day, one of our very own nurses developed
septic shock and passed away. Our medical surgical nurse started working that evening and came to me stating she wasn’t
feeling well. I sent her home. Four hours later, she arrives to Mercy Cassville emergency department in severe septic shock.
It didn’t take long for the emergency room staff to assess that our nurse was near death. Within an hour, she was flown to
Mercy Joplin. The internist knew she was in trouble. She went into multi-organ failure and as they were battling control of
her kidneys, her heart started failing. It was then she coded and suddenly passed away. Tragedy and disbelief hit us all. A
healthy, hard-working, beautiful, young 42-year old mother, wife and nurse was gone.
“In looking back with 20/20 vision, our nurse had symptoms that she nor anyone else recognized. It was at this time of
reflection that inspired me to inquire more into sepsis, early recognition of sepsis and how are we doing as medical personnel
when treating those patients who present to our ED.
“This wasn’t our first case of sepsis, nor is this new to any medical professional. Between our sister critical access hospital
35 miles away and our CAH, we had already treated eight severe septic shock patients in the last part of 2015. Five of those
cases eventually resulted in death. The other three were in larger acute care hospitals for long periods of recovery time. In
review of these cases, we began asking the following questions.
■■ How much do we know about early recognition of sepsis patients across the board, especially as CAHs?
■■ How much does the community know about sepsis?
■■ Are we as medical providers working collaboratively to ensure we are all treating our patients presenting to our EDs in
similar fashion with early detection protocols?
“Through eight months of research and collaboration with sepsis leaders across the nation, I have developed some action
items that I am hopeful will lead to acceptance and engagement among all Missouri hospitals.”
6
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Updated Clinical
Guidelines
Task Force Update

In February 2016, a task force with expertise in sepsis pathobiology, clinical
trials and epidemiology was convened by the Society of Critical Care
Medicine and the European Society
of Intensive Care Medicine. The task
force determined that previous definitions included an excessive focus on
inflammation.xii Sepsis is defined as
evidence of infection plus life-threatening organ dysfunction.xiii This new
definition draws attention to the important clinical consideration of organ
dysfunction, which is the threshold
that elevates a simple or uncomplicated infection to sepsis.xiv The former
misleading model that sepsis follows
a continuum through severe sepsis to
shock, and inadequate specificity and
sensitivity of the SIRS criteria, has
been replaced because it was found to
possess too many limitations.xii

Assessments

The new suggested method to assess
organ dysfunction is the Sequential
(Sepsis-Related) Organ Failure
Assessment.xii This comprehensive assessment can help identify the severity
of organ dysfunction. The detailed
calculation has been developed using
a set of criteria as outlined in Table 1.
A higher SOFA score is associated
with increased organ involvement
caused by the infection and leads to
the probability of increased mortality.xii The score is broken down
and graded by organ system and tests
the care that providers perform. A
baseline score should be obtained (or
assumed zero). Change of two or more
points indicates organ damage.xii
To expedite assessments, a newly introduced, evidence-based assessment
called the quickSOFA, assigns a score
to the patient based on a set of criteria
(Table 2).xii The presentation of infections can be clinically characterized

by an acute change of two points or
greater in the qSOFA score.

Table 2: quickSOFA Criteria
Respiratory rate ≥ 22/minute
Altered mentation
Systolic blood pressure ≤ 100 mmHg
Source: JAMA

The qSOFA is a less robust and thorough assessment; however, it does not
require laboratory tests and may be
performed quickly and repeatedly.
This assessment is ideal for front-line
staff to use as a first-line, triage-like
tool to screen for infections or sepsis.
The qSOFA criteria should be used to
prompt clinicians to further investigate for organ dysfunction, to initiate
or escalate therapy as appropriate,
and to consider referral to critical care
or increased frequency of monitoring, if such actions have not already
been taken.xii

Table 1: Sequential (Sepsis-Related) Organ Failure Assessment Score

Source: Journal of the American Medical Association
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Neither qSOFA nor SOFA are intended to be a stand-alone determinant
of sepsis.xii It is crucial, however, that
failure to meet two or more qSOFA
or SOFA criteria should not lead to a
deferral of investigation or treatment
of infection, or to delay care deemed
necessary by the practitioner.xii qSOFA
can be rapidly scored at bedside
without the need for blood tests, and
it is hoped that it will facilitate prompt
identification of an infection that poses a greater threat to life and the need
for further testing.xii
Algorithms are useful workflow tools
to implement within a hospital. The
simpler and more streamlined the
steps are, the more compliance rates
will increase. Figure 7 shows the care
for patients with a suspected infection through septic shock equating to
organ dysfunction.

Using Assessment Tools
to Facilitate Hospital
and Community
Collaboration
The qSOFA assessment is so versatile that it can be used in physician
offices or other primary or post-acute
care facilities. This simple bedside
score may be particularly relevant
in resource-poor settings in which
laboratory facilities or more sophisticated assessment tools are not readily
available. There also is a website where
providers can find a simple tool to use
for calculating the qSOFA assessment
score. Forms and tools are available
for EMS providers and transferring
facilities to assess, identify and initiate
the sepsis care bundles to aid in catching and intervening sepsis early. As a
case example, Stony Brook University
Medical Center’s collaboration with
nursing homes to educate those care

providers on the early signs of sepsis,
has led to a 7 percent reduction in
sepsis mortality in one year.xi
Without the processes and structures
in place to enable early recognition
and treatment, sepsis will continue
to be the most costly disease that
hospitals treat and needlessly claim
lives. With greater awareness and
hardwired processes, hospitals can
diminish the chances of infections
becoming life-threatening by learning
to recognize and treat them sooner. By
getting leaders on board, sharing data,
debriefing, simplifying workflows,
adopting evidence-based practice,
participating in state initiatives and
working together, the pebble in the
shoe can be removed and the healing
journey continued. Improving sepsis
care across the continuum furthers
our goal to provide better health,
better care, at a lower cost.

Figure 7: Operationalization of Clinical Criteria Identifying Patients With Sepsis and
Septic Shock

Source: JAMA

“Service to others is the rent you pay for your room here on earth.” – Muhammad Ali
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ED Sepsis Protocol Orders

01.ORDR.66000.Emer.0010.0316

1. Blood cultures x 2 sets prior to antibiotics
2. Broad spectrum antibiotics (electronically ordered by physician)
-refer to antibiotic guidelines chart for recommendations based on identified/presumed source
3. Serum lactate/lactic acid
4. Repeat serum lactic acid 3 hours after initial lactic acid level
5. Normal Saline (NS) 30cc/kg bolus at rate of 1 liter/hour, if patient hypotensive (SBP < 90 and/or MAP < 65),
OR if lactic acid >4mmol/L.
-

Pt weight= ____________kg

30ml/kg = ________________mls

6. If patient remains hypotensive (< 90 SBP or MAP < 65) after 30cc/kg bolus: - notify physician immediately for
initiation of vasopressor therapy; dobutamine not considered appropriate
7. *Physician to document all of the following when initiating vasopressor therapy AND/OR
if lactic acid >/= 4mmol/L (circle positives and backslash negatives where appropriate):

HR________

BP__________

RR__________

SaO2__________

Capillary Refill__________

Cardiac: RRR, tachycardic, bradycardic, no murmur, murmur (systolic / diastolic)
Pulmonary: good air movement, diminished (location__________), clear lung fields, wheezes, rales, ronchi
Skin: warm, dry, cool, diaphoretic

Assessment Completed

Peripheral Pulses: equal bilaterally, strong, weak

Date:

* Central Venous Pressure__________

Time:

* Central Venous Oxygen___________

Signature:

* IVC collapse > 50% with bedside US? Yes / No
(* Denotes results that may or may not be available depending on IV access and provider training)

Physician Signature: ____________________

Freeman Health System

*ORD*

Date/Time:____________________

Patient sticker
ED Sepsis Protocol
Revised 3/2016
Page 1 of 1

Shivering,

Extreme

fever or

pain or
general
discomfort
“worst ever”

very cold

Pale or

Sleepy,

I feel like I

Short of

discolored
skin

diﬃcult to
wake up,
confused

might die

breath

Time Zero to within 3 hours:

(unusually
fast
Unusually fast
heartbeat)
heartbeat

(unusually
fast
breathing)

Time Zero to within 6 hours:

Blood cultures collected (before an bio cs)

Repeat lacc acid

Give broad spectrum IV anbiocs

Give vasopressors if hypotensive

Measure lacc acid
NS or LR 30 ml/kg ﬂuid bolus for
hypotension

Assess ssue perfusion with
focused exam by physician

Is your patient with sepsis on 3 and 6 hour bundle care?
(e.g. ED Sepsis Pathway or Adult Sepsis Pathway)
Change of shift, or transferring to a different unit?

Communicate!
Give your patient the best care
by telling the next staff which
bundle items are complete, and
which are still to be done!

Use the new
Sepsis SBAR sheet!

Click here!

3 hours


Lactic acid



Blood cultures



Antibiotics



Crystalloid fluids for hypotension

6 hours


Repeat lactic acid



Vasopressors for hypotension after
fluids


Tissue perfusion assessment

EMS Field Report

Agency_____________________________

Last Seen Well/Onset

AM PM

Name

Weight

EMS Field Report

Agency_____________________________

Last Seen Well/Onset

Loaded cot

KG

Name

AM PM

Weight
Loaded cot

KG

DOB

S/S#

Empty cot

KG

DOB

S/S#

Empty cot

KG

Allergies

Blood Sugar

Pt Wt

KG

Allergies

Blood Sugar

Pt Wt

KG

Sepsis

STEMI

Stroke

Trauma

Medical

MVC

Patient History (Circle if Any)
CAD/CABG

Diabetes
Kidney
COPD
Home Meds or by EMS (With Dose)
Aspirin
Zofran
SL Ntg
MSO4/Fentanyl
Cardizem

Heparin

Sepsis

A-Fib

STEMI

Stroke

Smoker
Others

MSO4/Fentanyl
Cardizem

HR >90 bpm
Systolic B/P <90
R/R > 20 per minute or ETCO2 < 25
Sepsis Risk Factors
Foley Cath Home Central Line Recent Hospitalization
Skin lesion/wound Long Term Care
EMS Care Provided
IV size
Site L R
Labs Y N
Total Fluids

MVC

Patient History (Circle if Any)
CAD/CABG







12 lead ECG

Heparin

A-Fib
Smoker
Others

Ntg Paste

EPI
Amio
Sepsis Risk Check List



Temp. <96.8 or >100.4

Medical

Diabetes
Kidney
COPD
Home Meds or by EMS (With Dose)
Aspirin
Zofran
SL Ntg

Ntg Paste

EPI
Amio
Sepsis Risk Check List

Trauma



Temp. <96.8 or >100.4
HR >90 bpm
Systolic B/P <90
R/R > 20 per minute or ETCO2 < 25
Sepsis Risk Factors
Foley Cath Home Central Line Recent Hospitalization
Skin lesion/wound Long Term Care
EMS Care Provided
IV size
Site L R
Labs Y N
Total Fluids







12 lead ECG

HR

R/R

B/P

ETCO2

Sat

HR

R/R

B/P

ETCO2

Sat

HR

R/R

B/P

ETCO2

Sat

HR

R/R

B/P

ETCO2

Sat

Family Contact #

Family Contact #

EMS@freemanhealth.com to send 12 lead via smart phone
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