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	STAG: SEPSIS AUDIT GUIDELINES

(FOR USE WITH PROFORMA STAG SEPSIS 1.1 ONLY)
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	FORM COMPLETION ( RETROSPECTIVE PHASE)

	GENERAL POINTS
	1. All infection/sepsis suspicion should be taken from information gained at any point within the first 48 hrs from the time of attendance to the initial area.

2. If the patient has been discharged from an acute hospital within 48 hrs prior to the current attendance you should discuss inclusion with the clinical coordinator.
3. For each section the guidelines indicate what response is required either a value or a choice of standard codes;

· no =0

· yes=1

· not known=9

· not applicable=8

If 8s or 9s are used fill all boxes i.e. 99.9 or 999 etc


	0.00
	FORM COMPLETION ENTRY CRITERIA


	In order to be included in the audit and be eligible for proforma completion the patient must -  
1. Have an unplanned attendance from the community to an ED and/or admissions unit.
AND
2. Have an inpatient stay of at least 48 hrs from the time of attendance or have died within that time period.
AND
3. Have at least 2 deranged physiological variables, from section 3.0 of the proforma, documented at the same time.
AND
4. Have a suspicion or confirmation of infection or sepsis at any point within the first 48 hrs from the time of attendance to the initial area.

NB. The suspicion/confirmation of infection and the physiological derangement can occur in any order.
NB Please Exclude any patients at this stage who have had at least one of the  following diagnoses documented since your initial exclusions at the tracking stage:

General

· Trauma, including head injuries

· Terminally Ill ( dying from their terminal illness on that attendance)

· Alcohol related seizures

· Anaphalylaxis

· DVT
· Compartment syndrome
· Self harm
· Localised abscess including Pilonidal abscess, toothache/abscess
· Burns (unless old and have become re infected)
Neuro

· CVA, Intracranial haemorrhage
Cardio respiratory

· MI, angina, ACS

· Arrhythmia ( please ensure this is not infection related)

· Aortic aneurysm

· Pnuemo/heamothorax

· Cardiac tamponade

· Aspiration pneumonia

· Lung cancer

Abdominal/ GI

· Aortic aneurysm

· Renal calculi

· GI bleed / maelena

· Diverticulitis

· Appendicitis

· Gallstones

· Pregnancy, Spontaneous abortion, Missing coils

· ALD ( if the reason for exacerbation cannot be attributed to new infection)



	FORM A

	0.1


	Family name
	 Record the patient’s surname – ON ALL SHEETS

	0.2
	First  name
	 Record the patient’s first name – ON ALL SHEETS

	0.3
	Case note number
	Document hospital record number – numeric and alpha 

	0.4
	CHI number
	If you do not have access to CHI numbers document the date of birth in the first six boxes i.e. DDMMYY

	0.5
	Audit Number


	Record the audit number - ON ALL SHEETS 

Use the first 2 digits of the hospital STAG code (e.g. 4900 = Stirling Royal Infirmary) followed by 7(denoting Sepsis Phase 3 Audit) then allocate the next sequential audit number (starting at ‘000’). Example 4970000, 4970001 etc 

	1.0
	STAG AUDIT : SEPSIS
	

	1.1
	Hospital code
	Record the ISD code allocated to your hospital – ON ALL SHEETS

	1.2
	Audit Number
	As 0.5 - ON ALL SHEETS

	1.3
	Postcode
	Document part postcode – first part and first digit of second section e.g. EH1 6 or EH15 0 (the final number should go after the space irrespective of the number of digits in the first part) – of residence.  

	1.4
	Sex
	Record the sex of the patient - ON ALL SHEETS
1 = Male

2 = Female

	1.5
	Age
	Record age on attendance. – ON ALL SHEETS
NB. All patients 13 years and over  should be given priority on your time

	2.0
	Pre-hospital Care
	

	2.1
	Mode of arrival 
	Record mode of arrival to the HOSPITAL

	2.2
	SAS Incident Number
	Record all digits from incidence form, ending up in the 11th box.  The code may start with 2 letters and may have a suffix of 3 digits after the ‘.’ (point)
(((((((((((.(((
E.g. PA000123456.001

E.g. ((((0001234.001

E.g. ((((0001234. ((( 
NB. If there is no incidence form available leave this section blank


	FORM A cont

	3.0
	Sepsis evidence
	

	
	Type of possible/new infection(s) at any time within the first 48hrs from attendance to initial area.
	Check all documentation for the first 48 hrs from the time of attendance to hospital. 
Include: Patients where a clinician has documented confirmation or suspicion of a new infection e.g. UTI/ ?UTI
Include: Patients where a clinician has documented confirmation or suspicion of sepsis
Include: Patients for whom you can deduce that medical staff suspected infection, even if the medical notes do not actually state that there was a suspicion of infection, but it was documented that the patient was started on antibiotics or that microbiology cultures were requested.

	3.1
	Type of infections
	Identify the type/s of infection suspected from the medical notes, within the first 48hrs from the time of attendance to initial area and record up to 3 different codes. If there is more than 1 suspected infection, record in chronological order, starting at the left hand box.
NB. Code ‘99’ (Unknown) should only be used if there was a suspicion of infection, but you do not know what the type of infection was.  If subsequently there is a specification of type of infection then you may also enter specific codes in the boxes but the  date of first suspicion would be that of ‘code 99’ the unspecified source of  infection ,

	3.12
	Other Specify
	If code ‘11’ (Other) was entered above, specify the other type of infection.

	3.13
	Date
	Record the date the suspicion of infection is recorded in the notes.

If there is more than 1 suspicion of infection, record the date of the first one.

	3.14
	Source
	Record the area of the hospital in which the first suspicion of infection was recorded.

	
	
	

	
	Record if any 2 or more of the following (at one time) are present and new to the patient.
	Check documentation for the first 48 hrs from the time of attendance to initial area. 
Use the first set of observations that show 2 or more of the physiological variables in this section to be deranged at the same time. This can be at any point within the first 48hrs from the time of attendance to the initial area.

These must be NEW to the patient and not obviously attributable to a pre existing condition.

	
	General Points
	If a physiological variable is deranged and you have recorded ‘1’ (Yes) to show this, then you should also enter the corresponding value for this variable. If a physiological variable is not deranged and you have recorded ‘0’ (No) then leave the corresponding value blank. 
If there is a decimal point on the form, please round the result up/down to match the number of boxes after the decimal point. For example, if there is only one box after the decimal point:
7.4​2 becomes 7.4 (round down) - the 2nd digit after the decimal point is less than 5

7.45 becomes 7.5 (round up) - the 2nd digit after the point is greater or equal to 5,


	FORM A cont

	3.2
	Temp>38.3C 
	Is temperature greater than 38.3?
Record:

0 = No    1 = Yes    9 = Not known

	3.21
	Temp<36.0C 
	Is temperature less than 36.0? 
Record:

0 = No    1 = Yes    9 = Not known

	3.22
	Temp value
	Record value if temperature is > 38.3 or < 36.

	3.3
	Tachypnoea>20 min
	Is respiratory rate greater than 20 breaths per minute? 
Record:

0 = No    1 = Yes    9 = Not known

	3.31
	Resp rate value
	Record value if respiratory rate greater than 20 breaths per minute

	3.4
	Tachycardia>90 min
	Is heart rate greater than 90 beats per minute? 
Record:

0 = No    1 = Yes    9 = Not known

	3.41
	Heart rate value
	Record value if heart rate greater than 90 beats per minute

	3.5
	Systolic BP <90mm.Hg
	Is systolic blood pressure less than 90? 
Record:

0 = No    1 = Yes    9 = Not known

	3.51
	Systolic BP value
	Record value if blood pressure is less than 90 mm.Hg

	3.6
	Acutely altered mental state
	GCS less than14 
and/ or 

AVPU < A 

and/or 
Clinical documentation of confusion, irritability, disorientation etc? Record as yes only if new to the patient 
Record:

0 = No    1 = Yes    9 = Not known


	FORM A cont

	3.7
	WBC>12 *109/L 
	Is white blood cell count greater than 12.0 cubic cells/litre? 
Record:

0 = No    1 = Yes    9 = Not known
NB. The value obtained can be taken as current for 24hrs unless a further value is obtained within that time. Must be from a sample taken after initial attendance.

	3.71
	WBC< 4 *109/L 
	Is white blood cell count less than 4.0 cubic cells/litre? 
Record:

0 = No    1 = Yes    9 = Not known

	3.72
	WBC Value 
	Record value if White Cell Count is greater than 12 or less than 4 cubic cells per litre.

	3.73
	Normal WBC count with > 10% immature forms
	If WBC is normal are the ‘Immature band forms’ greater than 10%?  (May not be on computer therefore check paper copy in case notes.) 
Record:

0 = No    1 = Yes    9 = Not known

	3.74
	> 10% immature forms value
	Record value if there are more than 10% immature forms on a normal blood count

	3.8
	Glucose > 7.7mmol/litre
	In the absence of diabetes is the blood glucose greater than 7.7mmol/litre? 
NB. If there is no formal laboratory blood glucose you can use a BM reading to answer this.
Record:

0 = No    1 = Yes    9 = Not known
NB. The value obtained can be taken as current for 24hrs unless a further value is obtained within that time. Must be from a sample taken after initial attendance.

	3.81
	Glucose value
	Record value if, in the absence of diabetes, the blood glucose is greater than 7.7mmol/litre.

	3.9
	Date
	Record the first date the observations fulfil the physiological derangement criteria. 

NB. These can be the same as the information gained on attendance if there are 2 variables deranged at the same time, but can also be from any subsequent deranged physiology during the first 48hrs from the time of attendance to the initial area.

	3.91
	Source of information
	Record the area of the hospital in which the physiological derangement information was recorded i.e. when the observations fulfilled the physiological derangement criteria.


	FORM A cont

	4.0
	Formal diagnosis of Sepsis 
	This section relates to when there is a formal diagnosis of sepsis.
A formal diagnosis of sepsis occurs when a clinician actually writes that sepsis, septicaemia or septic shock etc. is present, or writes that they suspect that sepsis is present (i.e. writes ‘? Sepsis’, ‘? Septicaemia’ or ‘? septic shock’ etc.)
This formal diagnosis must occur within first 48 hours from the time of attendance to the initial area.


	4.1
	Sepsis formally diagnosed
	Was sepsis formally diagnosed according to criteria above?
0 = No    1 = Yes    

	4.2
	Date & Time
	If sepsis was formally diagnosed, record the documented date and time that the clinician made a formal diagnosis 
 If the time is not available enter 99.99 

	5.0
	Information on Attendance
	

	5.1
	Date & Time
	Record the date and time of attendance to the initial area.

	5.12
	Initial area 
	What was the initial area for this patient?

Only use the ‘ED’ as initial area, if ED staff undertook any observations /management.  

	5.2
	Most senior doctor present 
	Dr Grade EM– give most senior grade of EM Dr present. 

Dr Grade 2 – Give grade of most senior other specialty doctor present (If initial area not ED, most senior doctor within first 6 hours from the time of attendance to the initial area).
Specialty 2 – Give specialty of most senior other doctor present.  

Record appropriate code as per proforma.
NB: Only use ‘radiology’ if no other 2nd specialty present.
If recording “anaesthetist”, and unable to find out if anaesthetist is from ICM or from Anaesthesia, default to Anaesthesia =03. 

	5.21
	Other Specify
	If specialty is ‘other’ record what the specialty is

	
	Baseline Observations
	Record first set of observations after entering hospital.  Some of these may be the same as those in the deranged obs section (3.3 onwards), but still record here
If there were no observations recorded in the initial area or the observations are unavailable (for example if the chart is missing) then record 9s for all areas which are not known. You should then record either that there were no observations done or that the chart was missing in the further audit box

	5.3
	Temperature

Heart Rate

Resp Rate

Systolic BP
Diastolic BP
	Record all values

If nil documented use 999 or 99.9.


	FORM A cont

	5.4
	ABGs
	Were these measured? 
Record:

0 = No    1 = Yes    9 = Not known

	5.5
	O2 Saturation
	Record % O2 saturation

	5.51
	On Litres O2
	Give the litres of oxygen recorded at the time of the oxygen saturation reading.  If first SpO2 reading was taken ‘on air’ enter 00.

	5.52
	And/or %
	If available, record the percentage of oxygen given at the time of recorded O2 saturation

	5.6
	Glasgow Coma Scale
	Record total and breakdown of Eye opening, Motor Response, Verbal Response:

EYE opening:                  Motor Response:                         Verbal Response:    

4 = Spontaneous             6 = Obeys Commands                5 = Orientated

3 = To Voice                    5 = Localises to Pain                   4 = Confused

2 = To Pain                      4 = Withdrawal                            3 = Inappropriate Word

1 = None                          3 = Flexion                                  2 = Incomprehensible Sound

                                         2 = Extension                              1 = None

                                         1 = None


	5.61
	AVPU 
	Complete this if documented as an AVPU score
0= Alert 

1 = Verbal/confused
2 = Pain

3 = Unresponsive
9 = Not known

	5.7
	BM
	Record mmol/l. 
If nil documented use 99.9

	5.8
	Blood glucose on admission
	Record first formal laboratory Blood Glucose in mmol/l  (within first 24 hours from the time of attendance to initial area)
If nil documented use 99.9

	5.9
	WBC count
	Record first white cell count cubic cells/litre (within first 24 hours from the time of attendance to initial area.)
If nil documented use 99.9


	FORM B

	6.0
	Physiological Monitoring
	

	6.1
	Date & time first  reassessment
	Regardless of what type of chart was used in the initial area, give the date and time of the first reassessment of the patient following the first set of recordings on arrival to initial area (Section 5). These could be; 

· 2nd EWS score or 2nd set of recordings or

· Review documented in notes by medical/nursing staff within first 12hrs after baseline obs. 

 If Time unknown record as 99.99

	6.2
	Number of obs in the first 12hrs
	Record the number of sets of observations documented in the first 12 hours from the time of attendance to the initial area (even if not on a EWS chart).

	6.21
	Type of EWS chart
	What type of scoring chart was used in the initial area:

1 = SEWS

2 = MEWS

3 = Modified MEWS

4 = Modified Sews

8 = not applicable – if an early warning chart was not used in the initial area please document type of chart as ‘8’ but continue to complete the rest of this section.

9 = Not known

	6.22
	First Total Score on Chart
	From first full set of observations, record score from Early Warning Scoring Tool. May be after patient left initial area if chart not used in the initial area or if not completed fully in the initial area. If score not totalled please add up, providing all the elements required are documented. 

	6.30
	Date & Time
	Record date & time of first score; may be after patient left initial area if chart not used in the initial area or if not completed fully in the initial area.

	6.4
	Is EWS chart completed appropriately?
	Regardless of where EWS chart was started record how was it completed over first 12 hours from the time of attendance to initial area?

If inappropriately completed after 12hrs, put patient for audit

	6.41
	Does patient’s physiology suggest the need for review?
	Within the first 12 hrs from the time of attendance to the initial area does the physiology, documented on a EWS chart suggest that a review is required? 

Use local policy/guidelines on the EWS chart.

Record:

0 = No    1 = Yes    9 = Not known.   If no EWS chart, record 8 = not applicable.

	6.42
	If yes, is action taken?
	If the physiology, documented on a EWS chart suggests review – did it take place?  Use local policy/guidelines on the EWS chart.
Record:
0 = No    1 = Yes    9 = Not known.   If no EWS chart record 8 = not applicable.


	FORM B cont

	7.0
	Patient Disposal from Initial Area
	This section refers to disposal from the initial area on attendance. For example  if the initial area was ED then record the  information about when they left ED or if the initial area was a ward or admission unit then record the information about when they left that ward or admission unit.

	7.1
	Date left 
	Date patient left initial area

	7.2
	Time left 
	Record time patient leaves the initial area. .If the time is unknown record 99.99.  
NB If patient’s destination from initial area is mortuary, record time patient died not time patient was removed 

	7.3
	Destination
	Where did the patient go from Initial Area?  .

	7.4
	If discharged to Other Hospital, was it to ICU
	If destination from initial area was other hospital, was the discharge to ICU, in the other hospital? (If yes, go directly to  Section 11 & 12 and complete appropriately) 

	7.5
	Ultimate destination
	For patients whose initial destination was radiology or theatre record ultimate destination as codes in 7.3

	8.0
	Patient Management
	Check for 48hrs from the time of attendance to initial area

	8.1
	Commenced on oxygen
	Was patient commenced on oxygen? 
Record:

0 = No    1 = Yes    9 = Not known

	8.12
	Date and time of O2
	If O2 commenced, what was the date and time?

99.99 if time unknown

	8.2
	Blood cultures taken?
	Was blood taken for culture? 

Record:

0 = No    1 = Yes    9 = Not known

	8.21
	Date & time of blood cultures 
	If blood cultures taken, what was the date and time?

99.99 if time unknown

	8.3
	Microbiology positive cultures 
	This can be from any kind of culture result. e.g. blood, urine, sputum, wound etc. 
Check for 1 week from the time of attendance to initial area

	8.31
	Date/time of first positive cultures
	If there was a positive culture, what was the date and time of the first positive culture result (irrespective of source)?

99.99 if time unknown

	8.32
	Source of cultures
	If any positive cultures record source(s) up to 3 Record chronologically from left hand box.


	FORM B cont

	8.4
	IV Antibiotics given?
	Were intravenous antibiotics given?

Record:
0 = No    1 = Yes    9 = Not known

	8.41
	Date & time of antibiotics
	If IV antibiotics were given, what was the date and time of first dose?

99.99 if time unknown

	8.5
	Were oral antibiotics given?
	If no IV antibiotics were given, record whether oral antibiotics were given?

Record:

0 = No    1 = Yes    9 = Not known

	8.51
	Date & time of oral antibiotics
	If oral antibiotics were given, what was the date and time of first dose?

99.99 if time unknown

	8.6
	Clinical Signs 
	Record up to 3 different clinical signs, look for up to 48hrs from the time of attendance to initial area.
These must be new to the patient on this attendance. These should be filled in regardless of whether you think they are sepsis related.  If you feel that a positive answer in this section is not appropriate to the patient, please still fill in the clinical signs if they are present and new to the patient, then enter further information in the ‘for further audit’ box or contact the clinical coordinator for clarification. 
NB if there are none of the clinical signs mentioned please record as either;

0 = No

999= Not known

	8.7
	Critical Care Assessment
	Was a Critical Care assessment carried out at any point in the first 48hrs from the time of attendance to initial area?
Record:
0 = No    1 = Yes    9 = Not known 

	8.71
	Date & Time
	If critical care assessment was carried out, record the date & time of the assessment. 

If time unknown, record 99.99

	8.8
	Was lactate measured?
	Was lactate measured at any point in the first 48hrs from the time of attendance to initial area

Record: 0 = No    1 = Yes    9 = Not known 

	8.81
	Date & Time
	If lactate measured, give the date & time that the sample was taken
If time unknown, record 99.99


	FORM C

	cont
	Patient Management continued
	Check for 48hrs from the time of attendance to initial area.
NB. If there was a clinical reason why a patient did not follow the bundle. i.e. if it was stated that fluid resuscitation was not appropriate because of another pre existing condition such as LVF, please enter details in the ‘for further audit’ box.


	8.9
	SBP<90mmHg or Serum Lactate >4mmol.l- or MAP <65?
	Were any of these measurements deranged?

Record:

0 = No    1 = Yes    9 = Not known 
(If all answers are ‘no’ or ‘not known’ go to section 9 and leave the rest of this section blank)

	8.91
	If yes, Immediate fluids?
	If any one of the above measurements deranged, were immediate fluids given?
Record:

0 = No    1 = Yes    9 = Not known 
NB. A fluid bolus is usually 1ltr of crystalloids or 300 - 500mls of colloid over 30 mins therefore if someone just has slow fluids running this doesn't count. i.e. the bolus has to be given as a direct response to hypotension or increased lactate.
(If answer to 8.91 is ‘No’ go to section 9 and leave the rest of this section blank)

	8.92
	Date and Time of fluids given
	If immediate fluids given record date and time commenced

	8.93
	Volume given in first hour
	If immediate fluids given, how much was given in the first hour

	8.94
	Type
	If immediate fluids given, what type of fluid was given at that time?
1=Crystalloids   2=Colloids   3=Both

	8.95
	Did MAP rise to & remain at >65mmHg OR SBP >90mmHg OR Serum Lactate <4mmol.l- ?
	If a fluid bolus was given, were any of these values attained within 1 hour of the fluid bolus and maintained for at least 1 hour?
Record:
0 = No    1 = Yes    9 = Not known 

	8.96
	If unresponsive to fluid challenge were vasopressors administered?
	If any answers above are No, were vasopressors administered? 

Record:
0 = No    1 = Yes    9 = Not known 
NB: if unsure of the definition of vasopressors please refer to appendix 1.

	8.97
	Was there a response to the vasopressors?
	If vasopressors were given were any of these values attained within 1 hour of starting vasopressors? MAP>65 or SBP>90 or lactate <4
Record:
0 = No    1 = Yes    9 = Not known


	FORM C cont

	9.0
	Further Interventions
	If the information is available, complete the following in all cases. Check all documentation for the first 48hrs from the time of attendance at the initial area

	9.1
	CVP measured?
	Was CVP measured?

Record:- 

0 = No    1 = Yes    9 = Not known 

	9.12
	Date & Time
	IF CVP was measured record the date and time of the first measurement
If Time unknown record as 99.99

	9.13
	CVP >8 mmHg achieved?
	If CVP was measured record whether a CVP of greater than 8mmHg achieved?

Record:

0 = No    1 = Yes    9 = Not known 

	9.2
	ScvO2 measured?
	Was ScvO2 measured?

Record:

0 = No    1 = Yes    9 = Not known 

	9.21
	Date & Time
	If ScvO2 was measured record the date and time of the first measurement
If Time unknown record as 99.99

	9.22
	Is ScvO2 >70% achieved?
	If ScvO2 was measured was a value of greater than 70% achieved
Record:

0 = No    1 = Yes    9 = Not known 

	9.3
	Vasoactive agents given?
	Were any vasoactive agents given at any point within the first 48 hrs from the time of attendance at the initial area? 

Record: 

0 = No    1 = Yes    9 = Not known 
NB: if unsure of the definition of vasoactive drugs please refer to    appendix 1.

	9.31
	Date & Time
	If Vasoactive agents were given record the date and time they were first commenced

If Time unknown record as 99.99

	9.4
	If Hb <7g/dl was the patient transfused.
	If the Hb was less than 7g/dl at any point within the first 48hrs did the patient receive a transfusion to correct this?
Record:

0 = No    1 = Yes    9 = Not known 

	9.41
	Date & Time
	If patient was transfused to correct a Hb of less than 7g/dl record the date and time transfusion commenced

If Time unknown record as 99.99


	FORM C cont

	9.5
	Was the patient ventilated?
	Did the patient receive invasive ventilation? This does not include non – invasive ventilation such as CPAP or NIV

0 = No    1 = Yes    9 = Not known 

	9.51
	Date & Time
	If the patient received invasive ventilation record the date and time ventilation commenced

If Time unknown record as 99.99

	9.6
	RhAPC given?
	Was 'rhAPC' (Recombinant human activated protein C, trade name Xigris) given?
0 = No    1 = Yes    9 = Not known 

	9.61
	Date & Time
	If rhAPC was given record the date and time rhAPC was commenced
If Time unknown record as 99.99

	10.0
	Critical Care
	NB if patient discharged from initial area to another hospital ICU; obtain the following information from the LAC in that hospital. If no LAC in the receiving hospital please contact the clinical coordinator. 

	10.1
	Highest Level of Care
	During their acute stay what was the highest level of care?

NB. Use code 2 if CCU

(If answer = 1 (ward), go to 11.0) 

	10.2
	Days in HDU/CCU
	Record number of days in HDU and/or CCU. If patient stay less than a whole day, record 1. 
Record 0 if the patient did not spend anytime in HDU/CCU

	10.21
	Date of first admission
	If  patient spent any days in HDU/CCU record date/time of 1st admission to HDU/CCU

	10.3
	Days in ICU
	Record number of days in ICU. If patient stay less than a whole day, record 1. Record 0 if the patient did not spend anytime in ICU.


	10.31
	Date of first admission
	If patient spent any days in ICU record date/time of 1st admission to ICU



	10.4
	WardWatcher Unit Code
	Enter 5 digit Unit code if Highest level of care is ICU or HDU e.g. RIE01, CRH02 etc (If HDU not on Ward Watcher, enter 99999)

	10.5
	WardWatcher Episode Key Code for first admission
	Enter 7digit episode key code if Highest level of care is ICU or HDU for first unit admission during this ‘patient stay’ in hospital – found on admission page of WardWatcher


	FORM C cont

	11.0
	Patient Discharge from Hospital
	Complete for all proforma commenced

	11.1
	Outcome
	Was the patient alive when discharged from acute care?
Record:- 0 = No

              1 = Yes

	11.2
	Discharge Date
	Date patient discharged from acute care / died in acute care

	11.3
	Total in-patient days
	Calculate days from attendance date to initial area to date of discharge from acute care.
e.g. attended ED 30/4/09 discharged from hospital 03/05/09 = 3 days

e.g. attended ED 24/4/09 died 25/04/09 = 1 day

NB. stays of less than 1 day should also be recorded as 1 day i.e. attended ED 24/4/09 died 24/04/09 = 1 day

	11.4
	Discharge Diagnosis Sepsis?
	Within the discharge letter was there a diagnosis of sepsis?
NB. This can be written anywhere on the discharge letter and can include words like septicaemia, septic shock, urosepsis etc
Record: 0 = No

             1 = Yes

             9 = Not known because the discharge letter missing

	11.5
	If no specify
	If Sepsis was not the discharge diagnosis, what was it? This is a particularly important area that must be filled in and is an area where if missed you will be asked to retrieve the casenotes in order to complete.

	11.6
	Is this patient for further audit?
	Please indicate the area in which further audit is required.


	11.7
	Reason for Further Audit
	If patient is for further audit specify reason

	11.8
	Comments
	Do not record identifiable data in this section.

Notes to facilitate LACs with the validation process are encouraged




APPENDIX 1

VASSOPRESSORS / INOTROPES

VASOPRESSORS

Primarily work by increasing systemic vascular resistance (SVR) i.e. vasoconstriction to increase BP.  What gets confusing is that they may also have a secondary inotropic effect and are often referred to as inotropes.

The usual drug of choice is noradrenaline (norepinephrine) and less commonly dopamine.   Other potential drugs used less often include Metaraminol, Phenylephrine, or in extreme cases Vasopressins such as argipressin, terlipressin, glypressin etc.

INOTROPES

These also work in both ways, but are primarily used to increase BP by increasing cardiac output.

Dobutamine is mentioned in the SURVIVING SEPSIS guidelines as first choice, and is often used for ‘medical’ or ‘cardiac’ patients but you are more likely to see adrenaline (epinephrine)  used in this situation in Scotland.

To further confuse things vasopressors such as ephedrine and metaraminol are often used during intubation but these are not as a direct response to hypotension due to sepsis – the key here is that any drugs, be it vasopressors or inotropes given to treat hypotension due to sepsis will always be in the form of a continuous infusion.

If in any doubt about the definitions above you should contact the clinical coordinator
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