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Healthcare Improvement Scotland letter of 8 December 2016 
 
Thank you for your letter of 25 November seeking the views of Healthcare 
Improvement Scotland on the above petition, calling on the Scottish Parliament to 
urge the Scottish Government to raise the awareness of Scottish Health 
Professionals and public of the early signs of Sepsis. 
 
The background information for the petition expresses concern that ‘NHSScotland 
is doing less than NHS England to raise awareness of Sepsis’.  It might be helpful 
therefore to explain about the work undertaken in recent years in relation to 
sepsis by the Scottish Patient Safety Programme, part of Healthcare 
Improvement Scotland. 
 
Background 
 
The Scottish Patient Safety Programme (SPSP) aims to reduce harm for people 
across a range of health and care settings including acute care, maternity, 
paediatrics, neonates, mental health and primary care. Sepsis is widely 
recognised as a significant contributor to mortality and harm so has been a 
priority work stream of SPSP since 2012, initially in acute hospitals, maternity and 
children and more recently in primary care. 
 
The Sepsis Programme  
 
SPSP has delivered across both its acute workstream and the Maternity and 
Children’s Quality Improvement Collaborative (MCQIC) an improvement 
programme with an aim to reduce mortality in acute hospitals from sepsis by 10% 
by December 2014. The Acute Adult programme was funded by the HAI taskforce 
and delivered in partnership with the Scottish Antimicrobial Prescribing Group 
(SAPG). Clinical teams throughout NHS Scotland were supported to improve 
early recognition and reliable delivery of treatment (the sepsis six) for patients 
with sepsis.   
An integral part of the programme was the collation of data showing both 
reliability of care delivery and the impact on mortality.   
Over the 3 years of the programme, sampled data on reliable delivery of the 
sepsis six within 1 hour of recognition was reported from acute hospitals. This 
measure improved from 50% in January 2012 to 80% in December 2015. 
 
We have used the codes most commonly used to identify a patient with sepsis  
and this data demonstrates that mortality in this patient group has fallen  
by 21% since January 2012. 
The focus on early identification and treatment was critical as sepsis is a disease 
continuum with changes of good recovery getting lower as time passes. This was 
enabled  
by the widespread uptake of the National Early Warning Score (NEWS) to help  
recognise a deteriorating patient. 
 
A number of protocols were reviewed with the National Early Warning Score 
(NEWS) being identified as the most appropriate for Scotland, having already 
been well embedded through the early years of SPSP and, unlike many other 
protocols, will detect sepsis earlier in this illness.  
 
During the 3 years of this programme, SPSP provided support by: 
 

 Collation and dissemination of best evidence in sepsis care. 



 

 

 Teaching improvement methodologies which enable clinical teams to 

understand and improve the reliability of their processes for early identification 

and treatment, so that we do the right thing for every patient every time. 

 

 Production and publication of tools and resources to support care delivery 

including, in collaboration with National Education Scotland (NES),an award 

winning app which has been downloaded > 5,000 times. 

 

 Convening of clinical teams throughout NHS Scotland to share best practice 

and learn from each other. Approximately 650 clinical and improvement teams 

have participated in Learning Sessions from across NHS Scotland. In addition 

SPSP hosted a number of online conferences to share learning. 

 

 Using the opportunity of World Sepsis Day to highlight and celebrate the work 

in NHS Scotland. In 2012 the Cabinet Secretary for Health & Wellbeing signed 

the Sepsis Declaration on behalf of Scotland. 

 

 Working with third sector organisations such as the Fiona Elizabeth Agnew 

Trust (FEAT) and the UK Sepsis Trust. This has included actively supporting 

FEAT with their work to raise public awareness including dissemination of 

materials at events and through the SPSP website. 

 

 Collation of data to help services understand whether the changes they are 

making are resulting in improvements to care for patients.  Every board in NHS 

Scotland has participated in data collection.  

The MCQIC programme incorporated work across care sectors including the 
Scottish Ambulance Service, Maternity, Neonates and Paediatrics.  The 
paediatric programme has agreed a national paediatric early warning score 
across 5 different age ranges. 
The maternity community uses the Modified Obstetric Early Warning Score 
(MOEWS), with greater uptake of Neonatal Early Warning Scores.  
 
Evaluation of impact 
 
As part of the sepsis programme, SPSP commissioned an evaluation from the 
University of Leicester which is published on our website:  
 
http://www.scottishpatientsafetyprogramme.scot.nhs.uk/Media/Docs/Acute%20Ad
ult%20Care/sepsis%20VTE%20evaluation%20short%20report%20-%20FINAL-
%202015-06-29%20(2).pdf 
 
 
This report describes the impact of the sepsis programme in clinical settings and 
found that the programme has: 
 

 Used patient stories, credible clinical leads, and endorsement by high profile 

individuals to generate engagement of project teams in the collaborative 

endeavour, and motivation for improvement. 

http://www.scottishpatientsafetyprogramme.scot.nhs.uk/Media/Docs/Acute%20Adult%20Care/sepsis%20VTE%20evaluation%20short%20report%20-%20FINAL-%202015-06-29%20(2).pdf
http://www.scottishpatientsafetyprogramme.scot.nhs.uk/Media/Docs/Acute%20Adult%20Care/sepsis%20VTE%20evaluation%20short%20report%20-%20FINAL-%202015-06-29%20(2).pdf
http://www.scottishpatientsafetyprogramme.scot.nhs.uk/Media/Docs/Acute%20Adult%20Care/sepsis%20VTE%20evaluation%20short%20report%20-%20FINAL-%202015-06-29%20(2).pdf


 

 Given focus and legitimacy to teams improvement work and provided 

recognition for local events as part of the national collaborative. 

 Equipped teams with technical interventions to implement locally e.g. the 

sepsis six. 

 Provided programme structure and activities. 

 Provided multiple routes for sharing learning, the most effective of which was 

interactions between boards at learning sessions. 

 Allowed participating teams to shift from being passive recipients of knowledge 

and training from the collaborative national team to being “experts” with 

personal experience of improvement work. This has allowed the national team 

to move towards a “delegates do the work” model in learning sessions, 

maximising opportunities for interaction. 

 Created normative pressure to improve; by doing improvement together with 

others and sharing progress through learning sessions, online meetings and 

comparative data.  

 Encouraged boards to move towards being more open and learning from 

failure and sharing these experiences.  

 Encouraged boards and sites to take local ownership to generate and adapt 

solutions as required.  

Sepsis is a challenge for healthcare across the world. Due to our results, SPSP 
has been asked to share our learning extensively across the UK, Europe and 
beyond. 
 
Future work 
 
Although the sepsis programme ended in December 2014, SPSP continues to  
focus on sepsis as a key driver of mortality and harm. 
 
Sepsis work continues as an integral part of the deteriorating patient work stream 
of the SPSP Acute Adult programme. For example, in May 2016 we held a sepsis 
networking event to consider recent changes to sepsis definitions and 
methodology and to develop recommendations for the Scottish context, which 
were then published on the SPSP website.   
In addition, our developing work on Acute Kidney Injury includes a focus on 
sepsis as this affects a large proportion of these patients. 
 
SPSP Primary Care Programme  
 
The ambition of the SPSP in Primary Care Improvement programme is to reduce 
harm from sepsis by improving recognition and timely delivery of evidence-based 
interventions for patients in primary care.   A competitive recruitment process took 
place in July 2016 to recruit to the sepsis in primary care collaborative which will 
run from September 2016 to December 2017.  The boards recruited are:  

 NHS Highland  



 

 NHS Lothian  

 Scottish Ambulance Service and NHS Greater Glasgow and Clyde (joint) 
 

Our initial focus within these three health boards will be to work with Out of Hours 
teams to raise awareness, learn about quality improvement methodology and use 
evidence-based interventions, including the National Early Warning Score 
(NEWS) for adults.   
Within MCQIC, while there is some system wide use of the Paediatric Early 
Warning System (PEWs), (e.g. use by the Scottish ambulances and acute 
service), future steps will be to extend the use of the PEWS into primary care.  A 
PEWS app is currently in development to support this.  
 
Specific points raised in the petition 

 Suggestion to establish a working group to increase awareness of early 

identification, diagnosis and management of sepsis 

The delivery of the improvement programmes outlined above is governed by 
national structures.  The Scottish Patient Safety (SPS) Programme Board is the 
overarching body responsible for the delivery of the SPSP portfolio, the delivery 
of which is a key contribution to the Safe Ambition of the Quality Strategy and the 
20:20 Vision for Health and Social Care. 
Each key strand of the existing programme portfolio has its own Delivery Group, 
which reports regularly to the Programme Board. The Programme Board includes 
senior leads from Scottish Government and maintains open and regular 
communication with the Scottish Government’s Health & Social Care 
Management Board. 
 

 SIGN and NICE guidance on sepsis 

In the petition’s background information, there is also reference to SIGN guidance 
on sepsis.  It is correct that sepsis is referred to in SIGN guideline 139 Care of 
deteriorating patients, which notes that people who screen positively for sepsis 
should be started on the Sepsis Six care pathway, unless their treatment plan 
indicates otherwise.  
It should be emphasised that guidelines, SIGN or NICE, are not mandatory and 
while we expect healthcare professionals to follow SIGN guidelines, if these are 
either out of date or do not cover a specific topic, we would expect people to look 
for other high quality guidelines such as those from NICE.  We also consider 
requests from healthcare professionals 
 to update any of our guidelines: http://www.sign.ac.uk/about/proposal.html 

 

 Working with charities to develop and disseminate information 

As described above, the SPSP has worked with third sector organisations such 
as the Fiona Elizabeth Agnew Trust (FEAT) and the UK Sepsis Trust, in particular 
supporting FEAT with their work to raise public awareness including 
dissemination of materials at events and through the SPSP website. 
 
I hope that the Committee finds this information helpful.  Please do not hesitate to 
get in touch if you require any further details of our work in this area. 

http://www.sign.ac.uk/about/proposal.html

