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Sepsis is the body’s extreme response to an infection, which happens when an infection triggers a 
chain reaction throughout the body. It is a life-threatening medical emergency that can rapidly lead 
to tissue damage, organ failure, and death. Anyone can get an infection, and almost any infection can 
lead to sepsis. When the body releases chemicals into the bloodstream to counteract an infection, it can 
lead to widespread inflammation, a condition known as Systemic Inflammatory Response Syndrome 
(SIRS). SIRS can rapidly progress to severe sepsis and septic shock, resulting in damage to multiple 
organ systems and subsequent death.
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Pathogens such as bacteria, viruses, and fungi can cause infections that may lead to sepsis. The most 
common infections that cause sepsis in adults are respiratory infections, urinary tract infections, 
gastrointestinal infections, and skin infections. Residents with suspected sepsis should be urgently 
evaluated and treated by the health care team. 
 
You play a critical role. Protect your residents by ACTING FAST when you identify signs and 
symptoms of sepsis. 
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Know the Signs and Symptoms of Sepsis
Anyone with an infection is at 
high risk for sepsis. 
 
Examples of conditions that can lead to 
infection and sepsis include but are not 
limited to:

• Pneumonia
• Wounds and non-intact skin
• Urinary tract infection
• Any infection with a multi-drug 

resistant organism 
• C. difficile infection
• Invasive lines or devices
• Weakened immune system
• Chronic illnesses, such as diabetes, 

cancer, and kidney disease
• Recent hospitalizations
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Assess for Infection and Sepsis

Does the resident have a possible or active 
infection? 

Signs/symptoms of infection may include: 
• Fever/chills
• Cough/shortness of breath
• Cellulitis/wound drainage
• Changes in urine (e.g., volume, painful 

urination, frequency)
• Abdominal pain, diarrhea, nausea/

vomiting

Does the patient have 2 or more of these 
sepsis signs/symptoms?

• Hyperthermia > 38°C or > 100.4°F
• Hypothermia < 36°C or < 96.8°F
• Tachycardia > 90 beats per minute
• Tachypnea > 22 breaths per minute 
• Hypotension SBP < 100 mmHg
• Leukocytosis (WBC >12K) 
• Leukopenia (WBC <4K)
• Change in mental status

If NO and clinical concern remains, 
notify clinical team.  Activate active 
monitoring protocol if indicated.

Yes, to infection and/or sepsis signs? 
Think SEPSIS! Think MEDICAL EMERGENCY!!
Prepare to promptly notify clinical team. 

• Obtain or update vital signs
• Complete a full head to toe assessment
• Review the record for medication, allergies, 

recent infections, hospitalizations, or 
antibiotic use

• Note the resident’s advance directive or 
care wishes

• Complete the SBAR communication tool

Example of an Active Monitoring Protocol with 
parameters determined by clinical team: 

• Obtain vital signs every ____ hours for ____ days
• Record fluid intake each shift for ____ days
• Notify clinical team if fluid intake less than 

____ cc daily
• Offer resident ____ ounces of water/juice every  

____ hours.
• Notify clinical team if condition worsens, or if no 

improvement in ____ hours.
• Obtain the following blood work: _______________
• Consult pharmacist to review medication regimen
• Contact the clinical team with an update on the 

resident’s condition on ______________ (date/time).

Notify the clinical team. Obtain and implement 
orders as indicated. Confirm the resident’s 
advance directive or care wishes. Prepare for 
these possible interventions to be completed 
as soon as possible:  

• Be prepared to treat the infection
• Draw labs: Lactate, CBC w/ diff, blood cultures
• Establish IV access for fluid resuscitation
• Administer broad spectrum antimicrobials to 

cover bacterial, fungal, or viral pathogens
• Transfer to higher level of care (as ordered)

For hypotension SBP < 90 or lactate greater 
than 4: 
 

• Administer IV fluid bolus at 30 ml/kg

If the resident’s condition worsens, 
notify clinical team and reassess for 
signs and symptoms of infection or 
sepsis.

If comfort care indicated, potential interventions 
include: 

• Pain control
• Medications to lower fever
• Antimicrobial therapy
• Fluid resuscitation
• Frequent repositioning 
• Frequent oral care
• Offer fluids (if tolerated)

Continue to monitor resident’s response 
to ordered interventions, update 
resident family, and notify the clinical 
team of any worsening condition, 
progression of sepsis, or as ordered. 

The Sepsis Early Recognition and Response Pathway for Nursing Facilities is designed to help staff quickly identify 
signs and symptoms of an infection that could lead to sepsis. This pathway also serves as a guide for staff to 
promptly screen, identify, and immediately respond to sepsis with evidence-based interventions once sepsis is 
identified in a resident. This resource is intended for educational and quality improvement purposes to raise sepsis 
awareness. Before using this resource, please consult your facility’s medical director and/or clinical leadership 
team for additional considerations and interventions.
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Disclaimer: 
This resource is not all-inclusive and may not apply to all patients/residents and/or situations. It is intended for 
educational purposes only and as guidance to support investigation for performance improvement—not as a 
substitute for treatment or advice from a physician or healthcare provider.
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