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SEPSIS-2c SEPSIS Screening Performed at Triage

Data was pulled on 07/24/23



SEPSIS-2d 3 & 6 Hour Sepsis Bundle Compliance

*Possible data entry errors, in review



SEPSIS-2e Blood Culture Contamination

*Possible data entry errors, in review







Children’s Hospital Association
Improving Pediatric Sepsis Outcomes Collaborative 
• Most recent publication
• Significant improvement in mortality strongly linked to high levels of 

bundle compliance
• 25% decrease in mortality in all care settings
• 284 lives saved

• “Bundled Care Reduces Sepsis Mortality in the Improving Pediatric Sepsis 
Outcomes (IPSO) Collaborative”, Pediatrics, Raina Paul MDa*, Matthew Niedner 
MDb*, Ruth Riggsc, Troy Richardson PhDc, Heidi Gruhler DeSouza MPHc, 
Jeffery J. Auletta MDd, Frances Balamuth MDe, Deborah Campbell RN-BCf, 
Holly Depinet MD, MPHg, Leslie Hueschen MDh, W. Charles Huskins MD, 
MSci, Sarah B. Kandil MDj, Gitte Larsen MD, MPHk, Elizabeth H. Mack MD, 
MSl, Gregory P. Priebe MDm, Lori E. Rutman MD, MPHn, Melissa Schafer MDo, 
Halden Scott MD, MSCSp, Pete Silver MD, MBAq, Erika L. Stalets MD, MSr, 
Beth A. Wathen MSN, RN, CCRN-Ks, Charles G. Macias MD, MPHt^, Richard J. 
Brilli MDu^, July 12, 2023.



Children’s Hospital Association
Improving Pediatric Sepsis Outcomes Collaborative 
• Huddles- move from a “wellness” bias to a “sepsis” bias

• Order Set Utilization- “mostly eliminated human error by pre-checking items 
that are standard of care

• Bolus Timeliness- readily available bolus kits

                                - hands on training with practice sessions

                                - nurse driven protocol  

• Gathering executive support session

• Result of equity of care data

• Antibiotic Timeliness-
• Direct staff feedback
• Visible charts
• Process mapping
• Prioritizing abx over other meds (Caveat: not interrupting  vasoactive drips)

• Spread to referring facilities, EMS, PCPs 



Today’s presentation

• Speaker:

• Dr Roy Davis has over 30 years’ experience in clinical medicine (Neonatal, Pediatric Critical 
Care) and hospital administration. Clinical Assistant Professor, Department of Pediatrics, 
University of Washington. He has served as a consultant in health care standards and 
quality of care delivered. CMO at Providence Alaska assisted in the implementation of 
MEWS and sepsis surveillance algorithms using the Microsoft Amalga platform across 
Providence Health & Services. In 2012 he won a national Microsoft Healthcare innovation 
award for work with MEWS. Dr Davis has a passion for improving sepsis diagnosis and care 
management.

• Presentation

• Dr Davis will describe the role of a host response gene expression test, SeptiCyte RAPID, 
which can accurately differentiate sepsis from non-infectious systemic inflammation (SIRS) 
in an hour. The clinical validation of SeptiCyte RAPID will be shown along with how it aligns 
with the Surviving Sepsis Campaign sepsis management guidelines and illustrated with 
case histories.



Consortium Trajectory

• High Impact-Low Burden
• Started with Screening in ED at triage (where most sepsis presents)

• Included sepsis bundle compliance data collection

• New metric-blood culture contamination

• Sprints in progress

• Inpatient Screening and Treatment 
• When sepsis starts in the hospital->worse outcomes

• Sepsis screening for earlier recognition

• Will expand consortium participants to those without EDs

• Survey of current state results



Inpatient Screening Survey

• 49 respondents

• Q1- only 255 responded they are not currently screening inpatients.

• Q2 50/50 as far as running automatically in the background v. manually 
entered into EMR

• Q3 Screening frequency- Almost 40% responded Q12 hours (remember 
50% are constantly running in the background) 
• The few remaining were either daily or “as deemed necessary based on condition”

• Wide variation in what is being screened for- more on this later

• Very little data is being collected around this among the responding 
hospitals and what is collected was reported as not being used 
consistently.



Next Steps

• Regular schedule   

    4th Thursday of each month 1-2ET

• Next webinar: 

• August 24, 2023    1-2pm ET  
• Stratifying Risk       

For questions, contact Deb Campbell at  dcampbell@kyha.com      502-992-4383

mailto:dcampbell@kyha.com
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