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Logistics – Zoom Webinar

To ask a question, click on the Q&A icon.

Raise your hand if you want to verbally ask a question.

Resources from today’s session will be posted in Chat.

You may adjust your audio by clicking Audio Settings.

You have been automatically muted with video turned off.
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Your Team
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Dana Schmitz, MS, BS
Quality Improvement Advisor

Sibyl Goodwin, 

BSN, RN, DNS-CT
Quality Improvement Advisor



Today’s Objectives

• Understand the importance of recognizing the early 

warning signs of sepsis

• Be able to implement the Seeing Sepsis 100 Tool Kit                      

for Early Identification and Management of Sepsis in              

Long-term Care

• Develop knowledge of additional infection and sepsis 

prevention tools and resources available to assist with 

recognition, communication and treatment 
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The Stats on Sepsis

• More than 500 people die each day from sepsis.

• 1,700,000 people are diagnosed with sepsis                             
every year.

• 270,000 deaths, or one death every 2 minutes,                                        
is a result of sepsis.

• People over 65 are 13 times more likely to develop sepsis              
AND they are TWICE as likely to die.

• Sepsis is the number one reason residents from nursing homes 
are admitted to hospitals.

• There is a clear need to raise public awareness of what sepsis is 
and that the early symptoms make it hard to detect quickly.



Sepsis Matters!

What is Sepsis?

“Sepsis is the body’s extreme response to an infection. 

It is a life-threatening medical emergency. Without timely treatment, 

sepsis can rapidly lead to tissue damage, organ failure and death.”

How Does Someone Become “Septic?” 

• Sepsis starts as an infection that gets into the blood stream, 

multiplies rapidly and travels quickly through the body. 

• The body responds by sending WBCs, which causes extreme 

inflammation.
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Source: Centers for Disease Control and Prevention

https://www.cdc.gov/patientsafety/features/get-ahead-of-sepsis.html
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“Time is Tissue”

What you do, or don’t do, in the early 
hours of sepsis makes all the difference.  



The Facts

• >80% of sepsis begins outside the hospital walls

• 7 out of 10 sepsis patients recently used                                                   

health care services or had a chronic                                              

condition requiring frequent medical care

• 90% of adults who develop sepsis have a                                                     

health condition that increases their                                                         

sepsis risk

• Most common infectious organisms: E. coli,                                           

Staph aureus, strep
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Source: CDC Vital Signs: Making Health Care Safer

https://www.cdc.gov/vitalsigns/pdf/2016-08-vitalsigns.pdf


Sepsis Details

• Sepsis is a leading cause for hospital                                       

readmissions

− 1 in 5 patients is readmitted                                                            

within 30 days of a hospital sepsis                                          

discharge.

• Readmission patients have had a                                                           

longer hospital stay

• Costs for sepsis readmissions is higher                                         

than other diagnoses
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Source: Cleveland Clinic Consult QD

https://consultqd.clevelandclinic.org/study-finds-strikingly-high-30-day-readmission-rates-in-patients-with-sepsis/


Sepsis Impacts Payment: 
Quality Measures, 5-Star Ranking & More
• Re-hospitalizations after a nursing home admission

− Short stay admissions to your facility that are readmitted                                                          

to an acute hospital within 30 days 

• Emergency department visit within 30 days of admission

− Short stay admissions that go to an acute hospital ED within 30 days of admission

• Long-stay measures that potentially relate to sepsis

− Number of hospitalizations and emergency department visits

− Percentage of UTIs

• Medicare Spending Per Beneficiary (MSPB) – HVBP, SNF-QRP

• Bundled payments, ACOs, shared savings
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Source: Nursing Home Compare Technical Users’ Guide

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/Downloads/usersguide.pdf


How Do Our Residents Get Sepsis?

• There must be a source of infection

• Sepsis occurs when a localized infection                                        

(example: UTI) gets into the blood stream 

• Bacteria multiplies quickly and spreads                                              

throughout the body 

• Sepsis often stems from these common                                           

infections:

− Wounds (pressure injury and surgical)

− Pneumonia

− UTI

− Gastroenteritis – C. diff
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Be Alert to Signs & Symptoms

• Fever, shivering or feeling cold

• Extreme pain or discomfort

• Clammy or sweaty skin

• Confusion or disorientation

• Shortness of breath

• High heart rate 

• Low blood pressure 
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Sepsis Alliance, 2016   CDC Vital Signs, 2016



How Can You Help? 
Be a Resident Advocate. 
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• One of the first signs of sepsis may be 

a change in behavior or mentation

The resident is “just not right”  today

• Clues to a possible infection are in the 

Vital Signs



Make it Easier for Staff 
“Ready to Use” Tools & Resources

• Minnesota Hospital Association’s Seeing Sepsis 100 Toolkit for 
Long Term Care

− Tools for early identification, treatment and transfer as needed

− Geared toward all levels of nursing home caregivers

− Includes resident and family guides
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MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)

Click on the following link and scroll to “Other resources” to access LTC tools

https://www.mnhospitals.org/quality-patient-safety/quality-patient-safety-improvement-topics/sepsis#/videos/view/41
https://www.mnhospitals.org/quality-patient-safety/quality-patient-safety-improvement-topics/sepsis#/videos/view/41


Put a POCKET Guide in Your Pocket

Seeing Sepsis 100 Pocket Cards
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Seeing Sepsis Cards for 

Long-Term Care are 

available for download at 

hqin.org

https://hqin.org/wp-content/uploads/2021/06/Sepsis_Toolkit_100SeeingSepsisCard-508.pdf


Seeing Sepsis 100: ACT FAST! Poster
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Act Fast! Early Detection 

of Sepsis Requires Fast 

Action is available for 

download on hqin.org

https://hqin.org/wp-content/uploads/2021/06/Sepsis-Early-Detection-Toolkit-508.pdf
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Use an Algorithm for Decision-Making

The Seeing Sepsis Toolkit 
includes an assessment 
and care algorithm to 
guide the nurse.

Post the algorithm in the 
nurses’ charting area or 
embed in your EHR for 
easy reference.

Separate Algorithms for SNFs & ALFs

Skilled nursing facility sepsis algorithm for adults (hqin.org)

Seeing Sepsis algorithm for intermediate care and assisted living.pdf (mnhospitals.org)

https://hqin.org/wp-content/uploads/2021/06/Sepsis_Toolkit_snfAlgorithmFlyer_0603221_508.pdf
https://www.mnhospitals.org/Portals/0/Documents/ptsafety/SeeingSepsisLTC/3.%20Seeing%20Sepsis%20algorithm%20for%20intermediate%20care%20and%20assisted%20living.pdf


ACT FAST: Nursing Assessment
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If resident has suspected infection AND

two or more of the following:

• Temperature >100°F or < 96.8°F​

• Pulse >100​

• SBP<100 mmHg or >40 mmHg from baseline

• Respiratory rate >20 and SpO2 <90%​

• Altered mental status

​

​

Plan for:

• Review advance directives​

• Contact the physician​

• Contact the family​



ACT FAST: Next Steps
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If transferring resident to hospital:

• Prepare transfer sheet (include COVID-19 history & vaccine status)

• Call ambulance

• Notify hospital in advance 

• Report positive sepsis screening 

• Ensure your procedures are clear and complete

• Review steps during in-services, especially if you have new staff



ACT FAST: Next Steps
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If resident REMAINS in skilled nursing facility, consider 

options below that are in agreement with the resident’s 

advance directives

• Labs: CBC w/diff, lactate level (if able)

• U/A C&S, blood cultures, as able from 2 sites, not from lines

• Establish IV access ​and administer fluids as ordered

• Administer IV, PO or IM antibiotics as ordered



ACT FAST: Next Steps
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Monitor for worsening despite treatment and anticipate 

needs 

• Urine output <400ml in 24 hours

• Systolic blood pressure <90 despite IV fluids

• Altered mental status

• Pain control​

• Analgesic for fever​

• Reposition every 2-3 hours​, oral care every 3 hours

• Offer fluids every 2 hours​ (as appropriate)

• Keep family informed​

• Adjust care plan as needed​

• Consider another level of care: palliative, hospice or hospital

​
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Effective Communication is Critical 
for Rapid Sepsis Intervention

What are you really 

trying to tell me?

I need good info to 

make good 

decisions. 



SBAR Communication
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Situation

Background

Assessment

Review and notify             
R = Recommendations (RN, Acute Care)
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There’s an SBAR for Possible Sepsis

• Printable or fillable form

• Sequenced information as it should be 

communicated to provider

• Prompts the nurse to ensure pertinent 

information is in one place before 

calling

• Completed forms can be shared with 

on-coming nurse/supervisor

• Can be included in resident’s medical 

record

SBAR Communication for Possible Sepsis | HQIN

https://hqin.org/resource/sbar-communication-for-possible-sepsis/


Situation and Background
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Assessment
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Recommendation (Review and Notify)
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INTERACT Tools
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Empower nursing assistants!

The Stop and Watch Early Warning 

tool, available for download, can 

benefit sepsis recognition and care in 

both the hospital and nursing 

home settings ​.

Stop and Watch Early Warning Tool | Interact

Note: You will need to create a free account to access 
the INTERACT tools at Pathway INTERACT® – Training, 
Tools, Licensing and Resources (pathway-interact.com)

https://pathway-interact.com/wp-content/uploads/2021/08/12-INTERACT-Stop-and-Watch-Early-Warning-Tool-2021.pdf
https://pathway-interact.com/


CDC Resources
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4 Ways to Get Ahead 

of Sepsis is available 

for download

https://www.cdc.gov/sepsis/


Recognition + Intervention = Survival
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Know your residents 

• Admission assessment identifies those at                         

high risk

• Clearly document new admits’ cognitive state 

• Develop criteria for identifying residents at risk

• Know your residents’ wishes for treatment

• Utilize high-risk rounding tool to monitor changes

• Utilize a screening tool when residents trigger during 

high risk rounding



Deeper Dive: Assess Sepsis Risk
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The Sepsis Risk 

Assessment Evaluation 

Tool is available for 

download on hqin.org

https://hqin.org/wp-content/uploads/2021/06/Sepsis-Risk-Evaluation-Tool-Admission-Nursing-Assessment_508.pdf


Commitment to Caring

Components of a Successful, Sustainable Sepsis Program

1. Strong infection control policies and practices

2. Support from the top

3. Easy-to-use tools and resources

4. Documentation of resident/family wishes

5. Facility-wide education and training – ongoing

6. Engaged medical director and practitioners
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Commitment to Caring

Knowing and documenting resident/family wishes

• Clearly document resident wishes regarding DNR,                                     

treat on site, hospitalization

• Advance directive

• POLST form

• INTERACT advance care planning tools

• Know your resident’s wants and make the information readily 

available, easily known

• Have the difficult conversations with families NOW 

• Know your facility’s capabilities
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Source: Center for Practical Bioethics

https://www.practicalbioethics.org/programs/transportable-physician-orders-for-patient-preferences


Commitment to Caring
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Ongoing Facility-Wide Education and Training 

Sepsis awareness, prevention and detection training

• Include in new employee orientation

• Annual competency for all caregivers

• Resident and family brochure at team meetings

• Annual refresher (Seeing Sepsis 100/100/100) and/or Stop and 

Watch at staff meetings – include all staff throughout facility

• Posters on nursing units



Commitment to Caring: 
Resident & Family Education
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The Resident and Family 

Guide to Understanding 

Sepsis is available for 

download on hqin.org

https://hqin.org/wp-content/uploads/2021/05/Resident-and-Family-Guide-to-Understanding-Sepsis-508.pdf
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Sepsis Stoplight Tool: Resident Discharge

Sepsis Stoplight Tool (hqin.org)

https://hqin.org/wp-content/uploads/2021/12/Sepsis-Stoplight-Tool_508.pdf


QAPI: Quality Assurance 
Performance Improvement
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The Nursing Home Sepsis 

Gap Analysis is available for 

download on hqin.org

Measures

Ideas

Aim

Model for Improvement

What are we trying to accomplish?

How will we know that a 

change is an improvement?

What changes can we make 

that will result in improvement?

Testing

https://hqin.org/wp-content/uploads/2021/05/Nursing-Home-Sepsis-Gap-Analysis_508.pdf
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QAPI Example: Sepsis as a Driver of 
Hospital Admissions & Readmissions
Explore the Issue: Review of Transfers/Readmissions 

Questions to Ask 

• What are our current rates for ED visits/hospital admissions/readmissions?

− How do they compare to the state and national averages? 

• How many transfers/readmissions received a diagnosis of sepsis?

• What critical team conversations happen after a resident is transferred? 

− How do we involve the resident/family in these conversations? 

• How do we determine if the transfer (change in condition-related) was 

preventable or not? 

• What patterns have we identified through tracking? 
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Example: Conduct a PIP

Step 1: Determine the Key Areas for Improvement:

• Complete a review of the medical records for 8-10 residents who were transferred to 

the emergency department or admitted to the hospital with sepsis. 

− NOTE: You can choose a different number or timeframe based on your facility’s usual 

patterns of transfer and readmission. Select a meaningful amount to allow you to identify 

any trends. 

• Study the assessment notes/documentation conducted by the nurse and other staff 

who cared for the resident. Review other areas, such as lab work and notes from the 

hospital. Note any diagnostic reasons or other data of interest (e.g., staff involved, 

medical director, time of day, unit, staffing pattern, etc.). 

• Determine if there were missed opportunities that could have resulted in treating the 

resident early on or prevented the issue that led to the hospital transfer.
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Example: Conduct a PIP

Step 2: Create a goal that focuses on the key area you have identified as 
needing improvement. Consider both knowledge and process gaps. 

For example: 

• If process is an issue, consider what kind of tools are needed to guide the 

nurse and other staff that provide care to ensure appropriate actions are taken 

at first sign of change in condition to prevent hospitalization. 

▪ Seeing Sepsis 100-100-100, Stop & Watch, SBAR for Possible Sepsis, etc.

• Consider any workflow challenges that may impact the implementation. 

• Consider what type of information needs to be provided to new and current 

nursing staff. 

• Did they know the correction action or procedure, how to perform it or who 

was supposed to perform it? 
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Example: Conduct a PIP

Step 3: Consider all the factors that may have been involved in a transfer 

or readmission. 

• Identify all reasons why a transfer or readmission occurred by identifying the 

Root Cause for the problem (applying the “5 Whys” technique). Do most sepsis 

readmissions occur within the first few days of admission? 

• Was the transfer/readmission preventable? 

• Does the issue(s) stem from the facility process, staff training/education or both? 

• Don’t assume staff are on the same page with drivers of readmissions: 

impressions may differ from data. Interview staff, providers, residents and family 

members to learn more about what was done and what could be done better.

• Talk to your hospital partners to gather more information about the transfer or 

admission/readmission.
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Example: Conduct a PIP

Step 4: Brainstorm to develop your Plan-Do-Study-Act (PDSA) cycle 

• What exactly are we going to do? List action steps. 

• Incorporate a post-readmission interview to incorporate resident/family 

caregiver input. 

• Set a timeline for the PDSA process. 

• Evaluate each part of the process. 

− NOTE: Change takes time, so ideally test for six months to make sure the process is 

ingrained. 

• Were the results the desired outcomes? 

• Is the outcome consistent with the expectations set? 

• How will we know that change is an improvement? 
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Example: Conduct a PIP 

Step 5: Implement and evaluate your Plan-Do-Study-Act (PDSA) cycle 

• What changes to the process are we going to make based on our 

findings? 

• How are we going to sustain all processes and continue to build a culture 

of safety (i.e., turnover in leadership or caregiver staff)? 

• How will we communicate to all staff, residents, families and affiliations 

our quality-of-care improvements? (e.g., checklist) 
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What Can You Do Starting Next Week?

• Start thinking: 100,100,100

− Is the resident “just not right” today?

− Does the resident have a possible source of infection?

• Assess high risk residents and new admissions                                               

for sepsis

• Print pocket guides and use them

• Post the ACT FAST poster at nursing stations and in break rooms

• Schedule inservice for SBAR for Possible Sepsis and keep printed forms 

at the nurses’ station 



Meeting the Challenge of Sepsis in LTC
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In Summary

• Sepsis is too costly, in human lives and in dollars,                         

to be brushed off​.

• Nursing centers receive high risk admissions from 

hospitals​.

• Long term care residents are at higher risk for sepsis.

• We must embed risk screening and sepsis awareness 

into the fabric of our organizations ​.



Next Session:

Early Recognition of Sepsis

Thursday, June 16

11:00 a.m. CST | 12:00 p.m. EST



FOR MORE INFORMATION
Call 877.731.4746 or visit www.hqin.org

LTC@hqin.solutions

Kansas
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Quality Improvement Advisor

bgroves@kfmc.org

785.271.4150
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Quality Improvement Advisor

bhercher@thecarolinascenter.org

803.212.7569
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Dana Schmitz

Quality Improvement Advisor
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314.391.5538
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Quality Improvement Advisor
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	Shortness of breath
	Shortness of breath


	•
	•
	•

	High heart rate 
	High heart rate 


	•
	•
	•

	Low blood pressure 
	Low blood pressure 
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	Sepsis Alliance, 2016   CDC Vital Signs, 2016
	Sepsis Alliance, 2016   CDC Vital Signs, 2016



	How Can You Help? 
	How Can You Help? 
	How Can You Help? 
	How Can You Help? 
	Be a Resident Advocate. 


	•
	•
	•
	•
	•

	One of the first signs of sepsis may be 
	One of the first signs of sepsis may be 
	a
	change in behavior or mentation



	The resident is 
	The resident is 
	“just not right”  
	today

	•
	•
	•
	•

	Clues to a possible infection are in th
	Clues to a possible infection are in th
	e 
	Vital Signs





	Make it Easier for Staff 
	Make it Easier for Staff 
	Make it Easier for Staff 
	Make it Easier for Staff 


	“Ready to Use” Tools & Resources
	“Ready to Use” Tools & Resources
	“Ready to Use” Tools & Resources

	•
	•
	•
	•

	Minnesota Hospital Association’s 
	Minnesota Hospital Association’s 
	Seeing Sepsis 100 Toolkit for 
	Long Term Care


	−
	−
	−

	Tools for early identification, treatment and transfer as needed
	Tools for early identification, treatment and transfer as needed


	−
	−
	−

	Geared toward all levels of nursing home caregivers
	Geared toward all levels of nursing home caregivers


	−
	−
	−

	Includes resident and family guides
	Includes resident and family guides




	MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)
	MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)
	MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)
	MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)
	MHA > Quality & Patient Safety > Quality & Patient Safety Improvement Topics > Sepsis (mnhospitals.org)
	Span




	Click on the following link and scroll to “Other resources” to access LTC tools
	Click on the following link and scroll to “Other resources” to access LTC tools
	Click on the following link and scroll to “Other resources” to access LTC tools



	Put a POCKET Guide in Your Pocket
	Put a POCKET Guide in Your Pocket
	Put a POCKET Guide in Your Pocket
	Put a POCKET Guide in Your Pocket
	Seeing Sepsis 100 Pocket Cards


	Textbox
	P
	Link
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	Seeing Sepsis Cards for 
	Span
	Long
	-
	Term Care are 
	Span
	available for download at 
	hqin.org
	Span



	Figure

	Seeing Sepsis 100: 
	Seeing Sepsis 100: 
	Seeing Sepsis 100: 
	Seeing Sepsis 100: 
	ACT FAST! Poster


	Textbox
	P
	Link
	Span
	Act Fast! Early Detection 
	Span
	of Sepsis Requires Fast 
	Span
	Action is available for 
	download on hqin.org
	Span



	Figure

	Use an Algorithm for Decision
	Use an Algorithm for Decision
	Use an Algorithm for Decision
	Use an Algorithm for Decision
	-
	Making


	The Seeing Sepsis Toolkit 
	The Seeing Sepsis Toolkit 
	The Seeing Sepsis Toolkit 
	includes an assessment 
	and care algorithm to 
	guide the nurse.

	Post the algorithm in the 
	Post the algorithm in the 
	nurses’ charting area or 
	embed in your EHR for 
	easy reference.


	Separate Algorithms for SNFs & ALFs
	Separate Algorithms for SNFs & ALFs
	Separate Algorithms for SNFs & ALFs


	Skilled nursing facility sepsis algorithm for adults (hqin.org)
	Skilled nursing facility sepsis algorithm for adults (hqin.org)
	Skilled nursing facility sepsis algorithm for adults (hqin.org)
	Skilled nursing facility sepsis algorithm for adults (hqin.org)
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	Seeing Sepsis algorithm for intermediate care and assisted living.pdf (mnhospitals.org)
	Seeing Sepsis algorithm for intermediate care and assisted living.pdf (mnhospitals.org)
	Seeing Sepsis algorithm for intermediate care and assisted living.pdf (mnhospitals.org)
	Seeing Sepsis algorithm for intermediate care and assisted living.pdf (mnhospitals.org)
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	ACT FAST: Nursing Assessment
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	ACT FAST: Nursing Assessment
	ACT FAST: Nursing Assessment
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	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps


	Diagram
	Span


	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps


	Diagram
	Span


	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps
	ACT FAST: Next Steps


	Diagram
	Span


	Effective Communication is Critical 
	Effective Communication is Critical 
	Effective Communication is Critical 
	Effective Communication is Critical 
	for Rapid Sepsis Intervention



	SBAR Communication
	SBAR Communication
	SBAR Communication
	SBAR Communication
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	R = Recommendations (RN, Acute Care)
	R = Recommendations (RN, Acute Care)
	R = Recommendations (RN, Acute Care)



	There’s an SBAR for Possible Sepsis
	There’s an SBAR for Possible Sepsis
	There’s an SBAR for Possible Sepsis
	There’s an SBAR for Possible Sepsis


	•
	•
	•
	•
	•

	Printable or fillable form
	Printable or fillable form


	•
	•
	•

	Sequenced information as it should be 
	Sequenced information as it should be 
	communicated to provider


	•
	•
	•

	Prompts the nurse to ensure pertinent 
	Prompts the nurse to ensure pertinent 
	information is in one place before 
	calling


	•
	•
	•

	Completed forms can be shared with 
	Completed forms can be shared with 
	on
	-
	coming nurse/supervisor


	•
	•
	•

	Can be included in resident’s medical 
	Can be included in resident’s medical 
	record




	SBAR Communication for Possible Sepsis | HQIN
	SBAR Communication for Possible Sepsis | HQIN
	SBAR Communication for Possible Sepsis | HQIN
	SBAR Communication for Possible Sepsis | HQIN
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	INTERACT Tools
	INTERACT Tools
	INTERACT Tools
	INTERACT Tools


	The Stop and Watch Early Warning 
	The Stop and Watch Early Warning 
	The Stop and Watch Early Warning 
	tool, available for download,
	c
	an 
	benefit sepsis
	recognition and care 
	in 
	both the hospital
	and nursing 
	home
	settings
	​.


	Empower nursing assistants!
	Empower nursing assistants!
	Empower nursing assistants!


	Stop and Watch Early Warning Tool | Interact
	Stop and Watch Early Warning Tool | Interact
	Stop and Watch Early Warning Tool | Interact
	Stop and Watch Early Warning Tool | Interact
	Span


	Note: You will need to create a free account to access 
	Note: You will need to create a free account to access 
	the INTERACT tools at 
	Link
	Span
	Pathway INTERACT® 
	–
	Training, 
	Span
	Tools, Licensing and Resources (pathway
	-
	interact.com)
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	Figure
	Textbox
	P
	Link
	Span
	4 Ways to Get Ahead 
	of Sepsis 
	Span
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	for download
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	Recognition + Intervention = Survival
	Recognition + Intervention = Survival
	Recognition + Intervention = Survival
	Recognition + Intervention = Survival


	Know your residents 
	Know your residents 
	Know your residents 

	•
	•
	•
	•

	Admission assessment identifies those at                         
	Admission assessment identifies those at                         
	high risk


	•
	•
	•

	Clearly document new admit
	Clearly document new admit
	s’
	cognitive state 


	•
	•
	•

	Develop criteria for identifying residents at risk
	Develop criteria for identifying residents at risk


	•
	•
	•

	Know your residents’ wishes for treatment
	Know your residents’ wishes for treatment


	•
	•
	•

	Utilize high
	Utilize high
	-
	risk rounding tool to monitor changes


	•
	•
	•

	Utilize a screening tool when residents trigger during 
	Utilize a screening tool when residents trigger during 
	high
	risk rounding
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	Deeper Dive: Assess Sepsis Risk
	Deeper Dive: Assess Sepsis Risk
	Deeper Dive: Assess Sepsis Risk
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	Span
	Assessment Evaluation 
	Span
	Tool is available for 
	download on hqin.org
	Span
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	Commitment to Caring
	Commitment to Caring
	Commitment to Caring
	Commitment to Caring


	Components of a Successful, Sustainable Sepsis Program
	Components of a Successful, Sustainable Sepsis Program
	Components of a Successful, Sustainable Sepsis Program

	1.
	1.
	1.
	1.

	Strong infection control policies and practices
	Strong infection control policies and practices


	2.
	2.
	2.

	Support from the top
	Support from the top


	3.
	3.
	3.

	Easy
	Easy
	-
	to
	-
	use tools and resources


	4.
	4.
	4.

	Documentation of resident/family wishes
	Documentation of resident/family wishes


	5.
	5.
	5.

	Facility
	Facility
	-
	wide education and training 
	–
	ongoing


	6.
	6.
	6.

	Engaged medical director and practitioners
	Engaged medical director and practitioners





	Knowing and documenting resident/family wishes
	Knowing and documenting resident/family wishes
	Knowing and documenting resident/family wishes
	Knowing and documenting resident/family wishes

	•
	•
	•
	•

	Clearly document resident wishes regarding DNR,                                     
	Clearly document resident wishes regarding DNR,                                     
	treat on site, hospitalization


	•
	•
	•
	•

	Advance directive
	Advance directive


	•
	•
	•

	POLST form
	POLST form


	•
	•
	•

	INTERACT advance care planning tools
	INTERACT advance care planning tools



	•
	•
	•

	Know your resident’s wants and make the information readily 
	Know your resident’s wants and make the information readily 
	available, easily known


	•
	•
	•

	Have the difficult conversations with families NOW 
	Have the difficult conversations with families NOW 


	•
	•
	•

	Know your facility’s capabilities
	Know your facility’s capabilities




	Commitment to Caring
	Commitment to Caring
	Commitment to Caring


	Source: 
	Source: 
	Source: 
	Center for Practical Bioethics
	Center for Practical Bioethics
	Span




	Commitment to Caring
	Commitment to Caring
	Commitment to Caring
	Commitment to Caring


	Ongoing Facility
	Ongoing Facility
	Ongoing Facility
	-
	Wide Education and Training 


	Sepsis awareness, prevention and detection training
	Sepsis awareness, prevention and detection training
	Sepsis awareness, prevention and detection training

	•
	•
	•
	•

	Include in new employee orientation
	Include in new employee orientation


	•
	•
	•

	Annual competency for all caregivers
	Annual competency for all caregivers


	•
	•
	•

	Resident and family brochure at team meetings
	Resident and family brochure at team meetings


	•
	•
	•

	Annual refresher (Seeing Sepsis 100/100/100) and/or Stop and 
	Annual refresher (Seeing Sepsis 100/100/100) and/or Stop and 
	Watch at
	staff meetings 
	–
	include all staff throughout facility


	•
	•
	•

	Posters on nursing units
	Posters on nursing units
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	Commitment to Caring: 
	Commitment to Caring: 
	Commitment to Caring: 
	Resident & Family Education
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	Span
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	Sepsis Stoplight Tool: Resident Discharge
	Sepsis Stoplight Tool: Resident Discharge
	Sepsis Stoplight Tool: Resident Discharge


	Figure
	Figure
	Sepsis Stoplight Tool (hqin.org)
	Sepsis Stoplight Tool (hqin.org)
	Sepsis Stoplight Tool (hqin.org)
	Sepsis Stoplight Tool (hqin.org)
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	QAPI: Quality Assurance 
	QAPI: Quality Assurance 
	QAPI: Quality Assurance 
	QAPI: Quality Assurance 
	Performance Improvement
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	The Nursing Home Sepsis 
	Span
	Gap Analysis is available for 
	download on hqin.org
	Span
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	Ideas
	Ideas
	Ideas


	Aim
	Aim
	Aim


	Figure
	Figure
	Model for Improvement
	Model for Improvement
	Model for Improvement



	Figure
	What are we trying to accomplish?
	What are we trying to accomplish?
	What are we trying to accomplish?


	Figure
	How will we know that a 
	How will we know that a 
	How will we know that a 
	change is an improvement?


	What changes can we make 
	What changes can we make 
	What changes can we make 
	that will result in improvement?


	Testing
	Testing
	Testing



	QAPI Example:
	QAPI Example:
	QAPI Example:
	QAPI Example:
	Sepsis as a Driver of 
	Hospital Admissions & Readmissions


	Explore the Issue: Review of Transfers/Readmissions 
	Explore the Issue: Review of Transfers/Readmissions 
	Explore the Issue: Review of Transfers/Readmissions 

	Questions to Ask 
	Questions to Ask 

	•
	•
	•
	•

	What are our current rates for ED visits/hospital admissions/readmissions?
	What are our current rates for ED visits/hospital admissions/readmissions?


	−
	−
	−
	−

	How do they compare to the state and national averages? 
	How do they compare to the state and national averages? 



	•
	•
	•

	How many transfers/readmissions received a diagnosis of sepsis?
	How many transfers/readmissions received a diagnosis of sepsis?


	•
	•
	•

	What critical team conversations happen after a resident is transferred? 
	What critical team conversations happen after a resident is transferred? 


	−
	−
	−
	−

	How do we involve the resident/family in these conversations? 
	How do we involve the resident/family in these conversations? 



	•
	•
	•

	How do we determine if the transfer (change in condition
	How do we determine if the transfer (change in condition
	-
	related) was 
	preventable or not? 


	•
	•
	•

	What patterns have we identified through tracking? 
	What patterns have we identified through tracking? 





	Example:
	Example:
	Example:
	Example:
	Conduct a PIP


	Step 1: Determine the Key Areas for Improvement:
	Step 1: Determine the Key Areas for Improvement:
	Step 1: Determine the Key Areas for Improvement:

	•
	•
	•
	•

	Complete a review of the medical records for 8
	Complete a review of the medical records for 8
	-
	10 residents who were transferred to 
	the emergency department or admitted to the hospital with sepsis. 


	−
	−
	−
	−

	NOTE: 
	NOTE: 
	You can choose a different number or timeframe based on your facility’s usual 
	patterns of transfer and readmission. Select a meaningful amount to allow you to identify 
	any trends. 



	•
	•
	•

	Study the assessment notes/documentation conducted by the nurse and other staff 
	Study the assessment notes/documentation conducted by the nurse and other staff 
	who cared for the resident. Review other areas, such as lab work and notes from the 
	hospital. Note any diagnostic reasons or other data of interest (e.g., staff involved, 
	medical director, time of day, unit, staffing pattern, etc.). 


	•
	•
	•

	Determine if there were missed opportunities that could have resulted in treating the 
	Determine if there were missed opportunities that could have resulted in treating the 
	resident early on or prevented the issue that led to the hospital transfer.





	Example:
	Example:
	Example:
	Example:
	Conduct a PIP


	Step 2: Create a goal that focuses on the key area you have identified as 
	Step 2: Create a goal that focuses on the key area you have identified as 
	Step 2: Create a goal that focuses on the key area you have identified as 
	needing improvement. 
	Consider both knowledge and process gaps. 

	For example: 
	For example: 

	•
	•
	•
	•

	If process is an issue, consider what kind of tools are needed to guide the 
	If process is an issue, consider what kind of tools are needed to guide the 
	nurse and other staff that provide care to ensure appropriate actions are taken 
	at first sign of change in condition to prevent hospitalization. 


	▪
	▪
	▪
	▪

	Seeing Sepsis 100
	Seeing Sepsis 100
	-
	100
	-
	100, Stop & Watch, SBAR for Possible Sepsis, etc.



	•
	•
	•

	Consider any workflow challenges that may impact the implementation. 
	Consider any workflow challenges that may impact the implementation. 


	•
	•
	•

	Consider what type of information needs to be provided to new and current 
	Consider what type of information needs to be provided to new and current 
	nursing staff. 


	•
	•
	•

	Did they know the correction action or procedure, how to perform it or who 
	Did they know the correction action or procedure, how to perform it or who 
	was supposed to perform it? 





	Example:
	Example:
	Example:
	Example:
	Conduct a PIP


	Step 3: Consider all the factors that may have been involved in a transfer 
	Step 3: Consider all the factors that may have been involved in a transfer 
	Step 3: Consider all the factors that may have been involved in a transfer 
	or readmission. 

	•
	•
	•
	•

	Identify all reasons why a transfer or readmission occurred by identifying the 
	Identify all reasons why a transfer or readmission occurred by identifying the 
	Root Cause 
	for the problem (applying the “5 Whys” technique). Do most sepsis 
	readmissions occur within the first few days of admission? 


	•
	•
	•

	Was the transfer/readmission preventable? 
	Was the transfer/readmission preventable? 


	•
	•
	•

	Does the issue(s) stem from the facility process, staff training/education or both? 
	Does the issue(s) stem from the facility process, staff training/education or both? 


	•
	•
	•

	Don’t assume staff are on the same page with drivers of readmissions: 
	Don’t assume staff are on the same page with drivers of readmissions: 
	impressions may differ from data. Interview staff, providers, residents and family 
	members to learn more about what was done and what could be done better.


	•
	•
	•

	Talk to your hospital partners to gather more information about the transfer or 
	Talk to your hospital partners to gather more information about the transfer or 
	admission/readmission.





	Example:
	Example:
	Example:
	Example:
	Conduct a PIP


	Step 4: Brainstorm to develop your Plan
	Step 4: Brainstorm to develop your Plan
	Step 4: Brainstorm to develop your Plan
	-
	Do
	-
	Study
	-
	Act (PDSA) cycle 

	•
	•
	•
	•

	What exactly are we going to do? List action steps. 
	What exactly are we going to do? List action steps. 


	•
	•
	•

	Incorporate a post
	Incorporate a post
	-
	readmission interview to incorporate resident/family 
	caregiver input. 


	•
	•
	•

	Set a timeline for the PDSA process. 
	Set a timeline for the PDSA process. 


	•
	•
	•

	Evaluate each part of the process. 
	Evaluate each part of the process. 


	−
	−
	−
	−

	NOTE: 
	NOTE: 
	Change takes time, so ideally test for six months to make sure the process is 
	ingrained. 



	•
	•
	•

	Were the results the desired outcomes? 
	Were the results the desired outcomes? 


	•
	•
	•

	Is the outcome consistent with the expectations set? 
	Is the outcome consistent with the expectations set? 


	•
	•
	•

	How will we know that change is an improvement? 
	How will we know that change is an improvement? 





	Example: 
	Example: 
	Example: 
	Example: 
	Conduct a PIP 


	Step 5: Implement and evaluate your Plan
	Step 5: Implement and evaluate your Plan
	Step 5: Implement and evaluate your Plan
	-
	Do
	-
	Study
	-
	Act (PDSA) cycle 

	•
	•
	•
	•

	What changes to the process are we going to make based on our 
	What changes to the process are we going to make based on our 
	findings? 


	•
	•
	•

	How are we going to sustain all processes and continue to build a culture 
	How are we going to sustain all processes and continue to build a culture 
	of safety (i.e., turnover in leadership or caregiver staff)? 


	•
	•
	•

	How will we communicate to all staff, residents, families and affiliations 
	How will we communicate to all staff, residents, families and affiliations 
	our quality
	-
	of
	-
	care improvements? (e.g., checklist) 





	What Can You Do Starting 
	What Can You Do Starting 
	What Can You Do Starting 
	What Can You Do Starting 
	Next Week
	Span
	?


	•
	•
	•
	•
	•

	Start thinking: 100,100,100
	Start thinking: 100,100,100


	−
	−
	−
	−

	Is the resident “just not right” today?
	Is the resident “just not right” today?


	−
	−
	−

	Does the resident have a possible source of infection?
	Does the resident have a possible source of infection?



	•
	•
	•

	Assess hig
	Assess hig
	h risk residents and new admissions                                               
	for sepsis


	•
	•
	•

	Print pocket guides and use them
	Print pocket guides and use them


	•
	•
	•

	Post the ACT FAST poster at nursing stations and in break rooms
	Post the ACT FAST poster at nursing stations and in break rooms


	•
	•
	•

	Schedule 
	Schedule 
	inservice
	for SBAR for Possible Sepsis and keep printed forms 
	at the nurses’ station 





	Meeting the Challenge of Sepsis in LTC
	Meeting the Challenge of Sepsis in LTC
	Meeting the Challenge of Sepsis in LTC
	Meeting the Challenge of Sepsis in LTC


	In Summary
	In Summary
	In Summary


	•
	•
	•
	•
	•

	Sepsis is too costly, in human lives and in dollars,                         
	Sepsis is too costly, in human lives and in dollars,                         
	to be
	brushed off
	​.


	•
	•
	•

	Nursing centers receive high risk admissions from 
	Nursing centers receive high risk admissions from 
	hospitals
	​.


	•
	•
	•

	Long term care residents are at higher risk for sepsis.
	Long term care residents are at higher risk for sepsis.


	•
	•
	•

	We must embed risk screening and sepsis awareness 
	We must embed risk screening and sepsis awareness 
	into
	the fabric of our organizations
	​.
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	Early Recognition of Sepsis
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	Thursday, June 16
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	FOR MORE INFORMATION
	FOR MORE INFORMATION
	FOR MORE INFORMATION
	FOR MORE INFORMATION

	Call 877.731.4746 or visit 
	Call 877.731.4746 or visit 
	www.hqin.org
	www.hqin.org
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	LTC@hqin.solutions


	Kansas
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	Brenda Groves
	Brenda Groves

	Quality Improvement Advisor
	Quality Improvement Advisor

	bgroves@kfmc.org
	bgroves@kfmc.org
	bgroves@kfmc.org
	Span


	785.271.4150
	785.271.4150


	South Carolina
	South Carolina
	South Carolina

	Beth Hercher
	Beth Hercher

	Quality Improvement Advisor
	Quality Improvement Advisor

	bhercher@thecarolinascenter.org
	bhercher@thecarolinascenter.org
	bhercher@thecarolinascenter.org
	Span


	803.212.7569
	803.212.7569


	Missouri
	Missouri
	Missouri

	Dana Schmitz
	Dana Schmitz

	Quality Improvement Advisor
	Quality Improvement Advisor

	dschmitz@hqi.solutions
	dschmitz@hqi.solutions
	dschmitz@hqi.solutions
	Span


	314.391.5538
	314.391.5538


	Virginia
	Virginia
	Virginia

	Allison Spangler
	Allison Spangler

	Quality Improvement Advisor
	Quality Improvement Advisor

	aspangler@hqi.solutions
	aspangler@hqi.solutions
	aspangler@hqi.solutions
	Span


	804.289.5342
	804.289.5342
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