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 STAG Audit: Sepsis Phase 2 
	Seq
	Task Title
	Task Description

	1.0
	Aim
	To provide clear instructions to enable the proforma to be completed correctly by use of ED notes/computer and following ED notes/charts etc which have gone with the patient from ED

	2.0
	ENTRY CRITERIA
	All patients referred by a GP who may be suspected of having or have sepsis and who enter the ED/Admissions Unit on the given days and who remain in the ‘Admitting Unit’ for at least one day e.g. >24hours

	2.1
	Family name
	- record surname



	2.2
	First  name
	- record first name



	2.3
	Case note number
	Document hospital record number – numeric and alpha 

	2.4
	CHI number
	If you do not have access to CHI numbers document the date of birth in the first six boxes ie DDMMYY

	2.5
	Audit Number
	Use the first 2 digits of the hospital STAG code (eg  4900  = Stirling Royal Infirmary) followed by 6(denoting Sepsis Phase 2 GP Audit) then allocate the next sequential audit number (starting at ‘400’). Example 4960400, 4960401 etc


	2.6
	Hospital code
	Record the allocated ISD code for your hospital

	2.7
	Postcode
	Document part postcode – first part and first digit of second section eg 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.  

	2.8 
	Sex
	1 = male 2 = female


	2.9
	Age
	Record age on admission.
If less than 1 years old, record age as ‘0’


	3.0
	Pre-hospital Care
	

	3.1
	Mode of arrival 
	Record method of arrival at the hospital :

0 = not known

1 = self (includes brought in by police car)

2 = Ambulance

3 = Air


	3.2
	SAS Incident Number
	Record all digits from incidence form, ending up in the 9th box.  May start with 2 letters and may have a suffix of 3 digits after the ‘.’ (point)

(((((((((.(((
Eg PA0001234.001

Eg //0001234.001

Eg //0001234.///  



	4.0
	Enter Hospital
	

	4.1
	Date
	Record the date of attendance at hospital


	4.2
	Time
	Record the time of arrival in the hospital

	4.3
	Arrived Intubated
	Did the patient arrive intubated?
0 = not known

1 = Yes

2 = No


	5.0
	Information on Admission
	Document the first observations/results recorded



	5.01
	Initial area 
	Only use the ‘ED’ as initial area, if ED staff undertook any observations/management.  Was the patient in:

1 = ED Resus (Red Area/Emergency)
2 = Other ED area
3 = Admissions/Receiving Unit




	5.02
	Referred by GP to
	What was the initial triage category of this patient?

1 = Medical 

2 = Surgical
3 = Orthopaedic
4 = Other



	5..03
	Specify
	If answer to 5.02 is other, record to which department

	5.04
	Time of admission values
	
Record the time of the first set of observations

	5.05
	Source of Admission Values
	Where were the values from (hospital notes should take priority over the SAS form):

1 = ED

2 = SAS
3 = Admissions Unit

	
	Admission Values
	Give the source for each value – see 5.05 for code

	5.1
	Temperature
	In centigrade

	5.2
	Heart Rate
	Beats /min

	5.3
	Respiratory Rate
	Breaths per minute

	5.41
	Systolic BP
	mm.Hg – SYSTOLIC only

	5.42
	Diastolic BP
	mm.Hg – DIASTOLIC only

	5.5
	O2 Saturation
	%

	5.51
	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 Percentage
	If the percentage of oxygen given is available record

	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 = Inapprop Word

1 = None                          3 = Flexion                                  2 = Incompr Sound

                                         2 = Extension                              1 = None

                                         1 = None


	5.61
	AVPU 
	Complete this if documented as an AVPU score (Alert, Verbal, Pain, Unresponsive).  If only GCS available put’/’ through box 

	5.7
	BM
	Record mmol/l. If no value but only HI or LO, record HI 30.1, LO 3.9


	5.8
	Total SEWS Score on Chart
	Record total SEWS/MEWS/Mod MEWS if documented on chart. If none of these charts are used then ignore and enter n/a in 5.81


	5.81
	Type of chart
	What type of scoring chart was 5.8 taken from:
1 = SEWS

2 = MEWS

3 = Modified MEWS

4 = not applicable


	5.9
	Lactate level recorded?
	1 = YES

2 = NO


	5.91
	1st Lactate Level
	If recorded give value in mmol/l



	5.92
	Time lactate was taken
	If recorded, give time this was taken


	6.0
	Admission Diagnosis /Presenting Complaints by Group
	1 = YES (diagnosed)

2 = NO (not diagnosed)

	6.1
	Diagnoses
	Trauma:
Blunt and penetrating injuries, Fractures, Dislocations, Assaults, Motor Vehicle Accident (MVA/RTA), Falls, STI, Burns, HI (minor or major) 

Neurological:
Medical and surgical pathologies inc epileptic seizures and Alcohol withdrawal seizures 
Cardiac:
LVF, arrhythmias, ACS, STEMI

Respiratory:
SOB ?cause, COAD, asthma

Toxicology:
Drug or alcohol ingestion, including drug induced seizure; smoke/fume inhalation with no burns/airway injury

GI:
Bleeding, abdominal pain, D/V 

Vascular:
AAA, dissecting aneurysm, ischaemic limbs

Sepsis: 
Infection, septicaemia, severe sepsis, septic shock

Metabolic/Endocrine:
DKA/HONK, acidotic ?cause, endocrine emergencies, electrolyte abnormalities

Cardiac Arrest:
any primary cause

Environmental:
cold/heat emergencies, near-drowning

Other/unknown: 
eg collapse with unknown cause

None Documented:
nothing documented at all = YES (if all other boxes are blank)

	6.12
	Specify
	If answer to 6.1 is ‘Other’ record what other is



	6.2
	Were IV antibiotics given in the 1st 8 hrs?
	0 = Not Known – use if prescription chart unavailable & no info on notes

1 = Yes

2 = No

	6.21
	If yes, Time given
	Record Time

	7.0
	ANY AREA
	

	7.1
	Most senior doctor present 
	BOX 1(Dr Grade EM) – give most senior grade of EM Dr present

BOX 2 (Dr Grade 2) – Give grade of other specialty doctor present (No otherdoctor/ specialty = 0)

BOX 3 (Specialty 2) – Give specialty of most senior other doctor present (No otherdoctor/ specialty = 0) NB Only use ‘radiology’ if no other 2nd specialty present

Anaesthetist (ICM (intensive care medicine) = 4).  If unable to find out if anaesthetist is from ICM or from Anaesthesia, default to Anaesthesia. 

Respective grade (Career Grade can be Associate specialist, Staff Grade, Clinical assistant)

	7.11
	Other Specify
	If specialty is ‘other’ record what the specialty is

	8.0
	Other Values during ED Stay/First 6 hours
	

	8.1
	Urine Output (always complete this)
	Catheterised?

0 = not known

1 = Yes

2 = No

	8.11
	If yes, hourly measurements?
	Were hourly measurements recorded

1 = Yes

2 = No

	8.12
	And volume
	If yes to hourly measurements, give the volume for the 2nd hour, in mls

	8.13
	If no, output documented?
	If not catheterised, was there a urine output documented?

1 = Yes

2 = No

	8.14 
	If documented
	If urine output documented, give the volume, in mls

	8.2
	Bloods: WBC count
	cells/litre

	8.3
	ABG’s done?
	Were ABGs done in the first 6 hours?
1 = Yes

2 = No

	8.31
	If yes, time taken
	Record time

	9.0
	Poorest Values during ED Stay/First 6hours
	During time in ED or first 6 hours stay
Complete them if taken more than once, put ‘/’ through if only taken once 

	9.01
	Temperature
	Record both the highest and lowest

	9.02
	Heart Rate
	Record both the highest and the lowest 

	9.03
	Respiratory Rate
	Record both the highest and the lowest

	9.04
	Blood Pressure

Highest Systolic

Lowest Systolic
	Give the highest systolic value with the diastolic recorded at the same time

Give the lowest systolic value with diastolic recorded at the same time



	9.05
	Oxygen Saturation

Lowest O2 sat levels

Highest litres of O2 
	Give the lowest O2 Sat recorded together with the litres of O2 and/or the percentage of O2 given

Give the O2 Sat value when the litres of O2 and/or the percentage of O2 given are the highest while in resus 

	9.06
	Lowest Glasgow Coma Scale
	Record total and breakdown of Eye opening, Motor Response, Verbal Response when total is at its lowest (see 5.6 for values)

	9.07
	Highest AVPU Score
	Complete this if AVPU score has been documented  - NB lowest AVPU rating attracts highest score

	9.08
	Highest lactate
	In mmol/l

	9.09
	Highest Total SEWS Score on chart
	Record highest total SEWS/MEWS/Mod MEWS if documented on chart. If none of these charts are used then ignore and enter n/a in 9.091

	9.091
	Type of chart
	Type of scoring chart 9.09 was taken from:

1 = SEWS

2 = MEWS

3 = Modified MEWS

4 = not applicable



	9.1
	Intubated in Initial Area
	If patient did not arrive intubated, was the patient intubated in Initial Area?

0 = not known

1 = Yes

2 = No


	9.2
	Time intubated in Initial Area
	If answer to 9.1 is yes, at what time?

	9.3
	Extubated before departure from Initial Area
	If patient was intubated on arrival into hospital or patient was intubated in initial area, was patient still intubated on departure?

	10.0
	Patient Disposal from Initial Area
	

	10.1
	Date left 
	Date patient left initial area

	10.2
	Time left 
	Record the time the patient leaves the initial area as documented by the patient notes or the computer.

NB If patient’s destination from initial area is mortuary, record time patient died not time patient was removed 


	10.3
	Primary Diagnosis in 1st 6 hours
	Give one code only from main diagnosis on departure from ED
1 = Trauma

2 = Neurological

3 = Cardiac

4 = Respiratory

5 = Toxicology

6 = GI

7 = Vascular

8 = Sepsis

9 = Metabolic/Endocrine

10 = Cardiac Arrest

11 = Environmental

12 = Other/Unknown

99 = Not documented

	10.4
	Patient’s weight
	If documented anytime during patient’s stay in hospital – if there is only an estimate available, then record that.

KG (& grams where appropriate)

	10.5
	Destination
	Where did the patient go from Initial Area?  If patient went direct to CT, record the destination from there.

Enter the appropriate code:

1 = Ward

2 = Radiology/PCI

3 = HDU

4 = ICU

5 = Theatre

6 = Mortuary

7 = Other Hospital

8 = Neuro

9 = SIU (Spinal Injuries Unit)

10 = CCU

11 = SSW (Short Stay Ward)

12 = Home

13 = Irregular discharge

14 = did not wait

99 = not documented



	10.6
	If discharged to Other Hospital
	Was the discharge to ICU in other hospital (If Yes, complete discharge from hospital section)

0 = Not known/not documented

1 = Yes

2 = No

	10.7
	Ultimate destination
	For patients whose initial destination was radiology or theatre as in 11.5

	11.0
	Patient Discharge from Hospital
	Complete if patient was admitted to a Ward/Unit in your hospital, a hospital in your trust (from computer only), or to another hospital ICU.  Includes patients who died in any of the above places.  

	11.1
	Highest Level of Care
	During their acute stay what was the highest level of care?

O = not applicable

1 = Ward

2 = HDU

3 = ICU

	11.2
	Outcome
	Was the patient alive when discharged from hospital?

0 = Dead

1 = Alive

	11.3
	Discharge Date
	Only complete if patient was admitted to a ward/unit after ED.

Date patient discharged from hospital/ died in hospital

	11.4
	Total in-patient days
	Calculate from admission date into ED/Unit to date of discharge from hospital (if admitted to a ward/unit after ED).

eg Admit to ED 30/04/08 discharged from hospital 03/05/08 = 3 days

eg admit to ED 24/02/08 died on 24/02/08 = 1 day

eg admit to ED 24/02/08 died on 25/02/08 still = 1 day

eg admit to ED 30/04/08 discharged 01/05/08 = 1 day

	11.5
	Ward Diagnosis
	Using codes in 6.1, what was the main diagnosis given during first 24/48hrs?


	11.6
	Patient still inpatient at 28 days?
	1 = Yes – patient still an inpatient after 28 days

2 = No – patient was discharged before the end of 28th day

	11.7
	Is this patient for audit
	You may use up to 2 different codes from the following list:

0 = No

1 = ED

2 = Post ED

3 = Transfer (including multiple transfers)

4 = Other

	11.8
	Reason for Further Audit
	If patient is for audit = 4 (other) specify reason
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