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Disclaimer: ONLY items that are ordered via the Sepsis plan within the electronic order set/health record should be carried
out and documented on this checklist. Documentation on this form does not replace or supersede other documentation
standards of care required within the EHR. The evidence based best practice recommendations in this document are intended
solely to provide guidance for teams caring for patients with sepsis or septic shock, and to serve as a communication tool
across the continuum of care. This document also does not replace case-by-case assessment and clinical decision-making by
a licensed healthcare provider.
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SEPSIS & SEPTIC SHOCK CHECKLIST

SEPSIS = Suspicion of infection plus 2 or more SIRS plus organ dysfunction
SEPTIC SHOCK = Sepsis induced hypotension (SBP less than 90mmHg, MAP less than 65mmHg) after fluid resuscitation or lactate greater or equal to 4
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S  SEPSIS 3 HOUR Date: / / Comments
'F,, Sepsis Time Zero (must include all three) )
;,‘:’ 1. Suspicion of infection plus Time: -
‘B 2. 2 or more SIRS plus .
5 3. Organ dysfunction Nurse Initial:
© e
; Initial lactate level measured Time:
=
& Result: Nurse Initial:
Time: Take 2 complete sets of vital signs &
Administration of 30 mL/kg crystalloid fluid bolus notify provider to perform sepsis
Nurse Initial: reassessment when bolus complete
Time:
= Pre-hospital EMS fluids, if any - # mLs
5 Nurse Initial:
% #1 'I"\zme: —
urse Initial:
o Blood cultures drawn x 2 .
= #2 Time:
Nurse Initial:
e Time:
Broad spectrum antibiotics (started after blood cultures)
Nurse Initial:
SEPSIS 6 HOUR BUNDLE Date: / / Comments
Repeat lactate (if initial greater than 2) Time:
Result: Nurse Initial:
SEPTIC SHOCK 6 HOUR BUNDLE Date: / / Comments
Septic Shock Time Zero .
1. Sepsis induced hypotension (SBP less than 90mmHg, MAP less than | Time: -
£ 65mmHg) after fluid resuscitation
o .
€ 2. Llactate greater than or equal to 4 Nurse Initial:
(7]
3 Administration of vasopressors Time:
§ (if hypotension persists after fluid resuscitation) Nurse Initial:
&’ Provider to complete reassessment post IVF bolus ) Provider must sign, date & time
Date: Time: sepsis reassessment in order to
OR be valid.
Circle any one of the following and date/time assessment:
1. Measure ScvO2 - -
Provider Signature
2. Measure CVP
3. Echocardiogram (cardiac echo or cardiac ultrasound) B Bromiaer
4. Provider documentation and order of additional fluid challenge bolus rinted Frovider Name
Date: Time:
RN SIGNATURE DATE TIME
RN SIGNATURE DATE TIME
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SEPSIS & SEPTIC SHOCK CHECKLIST



SEPSIS PRESENTATION

Criteria from a, b, and ¢ ALL must be met within 6 hours of each other.

a. Documentation of a suspected source of clinical infection. There may be reference to “possible infection from xx"”, “suspect
infection from xx", or similar reference in progress notes, consult notes or similar physician/APN/PA documentation.

b. Two or more manifestations of systemic infection according to the Systemic Inflammatory Response Syndrome (SIRS) criteria,
which are:
e Temperature above 38.3 C or below 36 C
e Heart rate (pulse) greater than 90
e Respiration greater than 20 per minute
e White blood cell count above 12,000 or below 4,000 or greater than 10% bands
*Remember to use OB SIRS screening criteria for patients intra- and immediately post-partum

¢. Organ dysfunction, evidenced by any one of the following:

Systolic blood pressure below 90, or mean arterial pressure below 65

e Creatinine greater than 2 or urine output less than 0.5 mL/kg/hour for 2 hours
e Bilirubin greater than 2 mg/dL (34.2 mmol/L)

o Platelet count less than 100,000

¢ INR greater than 1.5 or a PTT greater than 60 sec
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Lactate greater than 2 mmol/L (18 mg/dL)
Acute Respiratory Failure with NEW cpap, bipap, or mechanical ventilation

SEPTIC SHOCK PRESENTATION

a. There must be documentation of sepsis present

AND

b. Tissue hypoperfusion persists after crystalloid fluid administration, evidenced by either:
e Systolic blood pressure less than 90, or
e Mean arterial pressure less than 65, or

OR
e lactate level is greater than or equal to 4 mmol/L
SEPSIS SEPTIC SHOCK
WITHIN 3 HOURS OF PRESENTATION:
1. Measure lactate 1. Measure lactate
2. Blood culture before antibiotics 2. Blood culture before antibiotics
3. Antibiotics given (ideally within 1 hour) 3. Antibiotics given (ideally within 1 hour)
4. Fluid resuscitation with 30 mL/kg crystalloid 4. Fluid resuscitation 30 mL/kg crystalloid
WITHIN 6 HOURS OF PRESENTATION:
5. If Initial lactate elevated: Repeat Lactate 5. If Initial lactate elevated: Repeat Lactate
6. If hypotension persists after initial wt. based fluid bolus 6. If hypotension persists after initial wt. based fluid bolus
(2 SBP's less than 90 or 2 MAP's less than 65): Start Vasopressor (2 SBP's less than 90 or 2 MAP's less than 65): Start Vasopressor

ND

Repeat volume status and tissue perfusion assessment using either:

¢ Documentation by the provider stating ‘sepsis re-perfusion
assessment completed’

OR

Any one of the following:
e Central Venous Pressure (CVP)
¢ (entral Venous Oxygen Saturation (ScvO2 or Sv02)
© Must be obtained from a central line
¢ Echocardiogram (cardiac echo or cardiac ultrasound)
e Provider documentation and order of additional fluid
challenges

Disclaimer: ONLY items that are ordered via the Sepsis plan within the electronic order set/health record should be carried out and documented on
this checklist. Documentation on this form does not replace or supersede other documentation standards of care required within the EHR. The evidence
based best practice recommendations in this document are intended solely to provide guidance for teams caring for patients with sepsis or septic

NUR23321  04/19 shock, and to serve as a communication tool across the continuum of care. This document also does not replace case-by-case assessment and clinical
decision-making by a licensed healthcare provider.



