
 

PE1621/M 
 
Scottish Government letter of 13 December 2016 
 
BACKGROUND 
 
Sepsis is more commonly known as septicaemia or blood poisoning and is the 
body’s reaction to an infection and means that your body attacks its own organs and 
tissues.  If severe sepsis is not spotted and treated quickly, it can rapidly lead to 
organ failure and death.  Patients and health workers need to work together to 
ensure life-saving treatment is delivered as soon as possible. 
 
Sepsis kills around 37,000 people in the UK every year – more than lung, bowel or 
breast cancer. It is the most common cause of death from infection – and the 
incidence of sepsis is rising each year. Evidence shows that each hour’s delay in 
administering antibiotics to people with severe sepsis increases the risk of dying by 
7.6%. 
 
If someone experiences two of the following, they may have developed severe 
Sepsis and  it is recommend that medical advice is sought if they are at all 
concerned: 
 

 a very high or very low temperature 

 a racing heart beat 

 rapid shallow breathing 

 new confusion  
 
In its early stages, it is often difficult to distinguish severe Sepsis from the flu virus.   
 
THE SCOTTISH PATIENT SAFETY PROGRAMME 
 
The Scottish Patient Safety Programme (SPSP) was launched in January 2008 and 
was the first patient safety programme to be introduced on a national scale 
anywhere in the world.   
 
The SPSP aims to improve the safety and reliability of healthcare and reduce 
avoidable harm, whenever care is delivered.  From an initial focus on acute 
hospitals, the work of SPSP now includes safety improvement programmes for the 
following areas: 
 

 Acute adult 

 Healthcare Associated Infection 

 Maternity and children 

 Medicines 

 Mental health 

 Primary care 
 



 

Whilst each programme focuses on different parts of the healthcare system, some of 
the improvement areas, such as leadership, communication, safety culture and safer 
use of medicines are key elements of every programme. 
 
The programme is delivered through a collaborative approach based on the 
Breakthrough Series Collaborative Model, using national learning sessions to bring 
NHS boards together to share and learn from each other interspersed with action 
periods where local teams test and implement changes using improvement 
methodology to bring about improvements in care provision. 
   
It is led nationally, by Healthcare Improvement Scotland (HIS) who support 
implementation within NHS Boards through local teams within hospitals, GP 
Practices, mental health units, dental practices and community pharmacies.   
 
NHS Boards are responsible for the quality and safety of the care they provide. 
Every hospital and every NHS Board is expected to scrutinise data to drive 
improvement locally, drawing on all the support and expertise available from the 
SPSP, ISD and HIS.  
 
The awareness of sepsis is being increased through local engagement with staff and 
public in a number of NHS Board areas, notably in Lanarkshire as part of World 
Sepsis Day events. 
 
The UK Sepsis Trust awareness campaign which includes posters and leaflets, is 
UK wide and much of the material used by SPSP is based upon this campaign. 
 
Awareness/Diagnosis/Treatment of SEPSIS 
 
Sepsis is widely recognised as a significant contributor to mortality and harm and 
has been a priority work stream of the SPSP  since 2012. Initially in acute hospitals, 
maternity and children and more recently in primary care, the SPSP has been 
supporting teams to improve their recognition of sepsis and deliver six simple 
interventions which, when delivered within an hour of recognition, will improve 
survival for these patients.  
 
Sepsis Six 
 
Treatment 

 Give oxygen to target saturation 

 Give IV antibiotics 

 Start IV fluid resuscitation  
 
Test 

 Take blood cultures 

 Check haemoglobin and lactate 

 Monitor urine output 
 
The reliable delivery of the sepsis six within one hour in acute settings has improved 
from 50% in January 2012 to 80% in December 2015 and mortality has fallen 21% 
since January 2012. 



 

 
Over the last 3 years, the programme has seen fantastic engagement for clinical 
teams throughout NHS Scotland. Sepsis remains a priority for SPSP across all 
relevant care settings and they are building on  results to date to spread this work 
wherever it can benefit patients. 
 
There have also been successes in the number of patients in acute adult care being 
accurately assessed using an Early Warning Score Assessment.  The introduction of 
Early Warning Scoring in NHS Scotland has been a strong focus of SPSP since 
2008, as a critical step in recognising people whose health is deteriorating in 
hospital. 
 
In June 2014, of 1327 patients reviewed, 98.5% were accurately assessed – this 
helped ensure that patients who are at risk of deteriorating or developing sepsis are 
identified quickly. 
 
HIS has announced that the pilot sites within NHS Boards are reporting that 70% of 
patients who have sepsis now receive life-saving antibiotics within an hour of being 
admitted to hospital – this is an increase from January 2012 when NHS boards 
reported that only 20% of patients were receiving antibiotics within the critical first 
hour.   
 
The app-etite for going digital 
 
The early warning score and the reduction in sepsis figures have been supported by 
the development of an app to assist clinicians in the identification of sepsis at the 
patient’s bedside. 
 
In collaboration with NHS Education for Scotland (NES), the SPSP developed the 
National Early Warning Score and Sepsis Screening App. It is now available for both 
Apple iphones and Android phones and has been downloaded 2,800 times to date. 
 
 
Sepsis in maternity and children’s care 
 
Sepsi also forms part of another strand of the SPSP: The Maternity and Children 
Quality Improvement Collaborative (MCQIC), which focuses on maternity, neonatal 
(newborn babies) and paediatric (children’s) services. Its overall aim is to improve 
outcomes and reduce inequalities in outcomes by providing a safe, high quality care 
experience for all women, babies and families in Scotland. 
 
All three strands of MCQIC have NHS boards utilising an important intervention 
bundle for those diagnosed with sepsis. The paediatric component of the programme 
has devised a pocket guide for staff to use in the clinical setting, whilst the maternity 
care strand has developed a national screening tool specifically for recognition of 
sepsis in pregnant women. 
 
Support from Scottish Government 
 



 

The delivery of the SPSP is a key contribution to the Safe Ambition of the Quality 
Strategy and the 20:20 Vision for Health and Social Care and HIS is sponsored by 
the Quality Team in the Directorate for Healthcare, Quality and Improvement. 
 
The sepsis work has enjoyed a high level of support from the Scottish Government 
demonstrated by the Cabinet Secretary’s attendance at a number of events held to 
celebrate World Sepsis Day, including signing of the World Sepsis Pledge of Support 
Declaration on behalf of Scotland in 2012.  
 


