RMCBP SEPSIS PROTOCOL
RN Inpatient Flowchart

(Excluding ICUs)

Patient admitted
—

as inpatient

RN completes Sepsis Screening
from a SPOT Alert or Routine
Schedule (Safety/Risk/Regulatory)

4 Primary RN gets immediate verification from Charge RN.
Charge RN sends I-mobile Group Broadcasts for
“INPATIENT SEPSIS ALERT” immediately!!!

Call for “RAPID RESPONSE” if the patient is decompensating/
\ symptomatic. (Anyone can call a Rapid Response alert)
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Critical Team: Critical Care RN and
Physician performs rapid assessment.

Severe Sepsis / Septic Shock Verified
after assessment?
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The TEAM stabilizes the patient and orders
the “INPT SEPSIS BASIC BUNDLE” order set.
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ﬂ(ecute the Sepsis Bundle:

e Lactic Acid and Blood Culture draw
e Broad spectrum ABX in 1 hour

e 30 ml/kg fluid bolus over 1 hour

e  Must all be completed within 3 hours from
Severe Sepsis or Shock Dx / Onset

e 2 sets of vitals within 1 hour post-fluid bolus

RN and Physician
documentation of
the assessment

completed.

Persistent hypotension
within 1 hour of 30ml/
kg IVF post-bolus?
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SIRS Positive plus suspected infection

— and/or positive Severe Sepsis screen

not identified in ED or the last 24 hours?
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RN completes “Severe Sepsis Screening”

at every Shift Assessment, if there is a
change in condition or for every SPOT
Alert called. (Safety/Risk/Regulatory)

findings must be l

Continue to Screen,
Vitals, Monitor and
Treat the patient until
discharge.
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e Repeat Lactic Acid level within 3 hours if last

\ result is over 2mmol/L j

Call Provider for Vasopressors

hours of presentation

Initiate Vasopressors within 6 J




