Recognition Sepsis

As part of the development of new sepsis guidelines in response to the national CQUIN (commissioning for quality and innovation) and new NICE guidelines on sepsis in Paediatrics we undertook a retrospective audit comparing the new guidelines to previous cases that had attended the emergency department.  The NICE guidelines indicate that screening is necessary to detect sepsis but it gives no suggestion on how to differentiate septic children from children who have an infection.  The new NICE guideline indicates that having one risk factor should trigger sepsis screening but we felt that this would over treat and potentially cause harm and unnecessary investigations.

[bookmark: _GoBack]We looked at all children who attended the emergency department with a booking in diagnosis of unwell/feverish child.  We reviewed 153 sets of notes and compared the initial observations to the new NICE guidelines for the septic child.  Of the 153 notes reviewed 64 (41.8%) fell into the high-risk criteria for sepsis.  The majority of this was due to one raised parameter such as raised respiratory rate or heart rate.  Of the 64 cases 55 of them would not have been appropriate to treat as sepsis.  Of the 9 cases that were all received IV antibiotics but only one had a concluding diagnosis of sepsis and required intensive care admission.  The other 8 cases had infective diagnoses but were not septic.

Of the 153 children reviewed in the ED over 125 of them were discharged home with no adverse events.  

Had the new NICE guidelines been followed 64 children would have received IV antibiotics and required admission and further investigations.  This would have had a significant financial and resource implication of unnecessarily treating children as septic.  The average cost of a single night stay in hospital is £400 so had all these children received IV antibiotics and admission to hospital for one night the cost saved by discharging (correctly) the 55 children was £22000.

As part of the audit we looked at the literature available around observations and predicting significant illness based on these have shown that a single set of observations does not predict severity of illness but rather the trend of the observations show more significance.  With the significant sign of illness being loss of beat to beat variability of heart rate which cannot be established after a single set of observations. 

There was a large cohort study done in Australia looking at the feverish child which concluded that the most significant predictor was ‘… for all serious bacterial infections, appearing generally unwell was the strongest diagnostic marker, with raised temperature, no fluid intake in the previous 24 hours, increased capillary refill time, and chronic disease also predictive2.

As a response to the audit and CQUIN we have created our own flow chart and sepsis pathway to try to minimise unnecessary investigations as well as correctly identifying children who need emergency interventions this was done with input from multiple disciplines and reference to NICE and Sepsis 6.  We are currently trialling this in various departments with hope to release it across the entire children’s hospital.
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