
Sepsis: A global review 

Sepsis is currently one of the most significant challenges that nurses face when caring for patients. 

This paper discusses the global impact of sepsis and its implications, and highlights the importance 

of identifying sepsis and what treatment options are available in the United Kingdom (UK). 

Daniels (2015) asserts that globally sepsis is perhaps the most pressing of public health issues. The 

UK National Confidential Enquiry into Patient Outcome and Death (NCEPOD, 2015) highlighted sepsis 

as being a leading cause of avoidable death that kills more people than breast, bowel and prostate 

cancer combined. Sepsis is a common and potentially life-threatening condition triggered by an 

infection (NHS England, 2015). Sepsis can be caused by a number of infections, but the most 

common sources are generally deemed to be the lung, the urinary tract and the abdominal organs. 

Sepsis can be triggered by introducing bacteria into blood via medical devices (UK sepsis trust, 2016). 

When people suffer from sepsis, the body’s immune system has an unregulated response to 

infection, setting off a series of reactions, including widespread inflammation, swelling and blood 

clotting (NHS England, 2015). These can lead to a significant decrease in blood pressure, reducing 

the blood supply to vital organs, starving them of oxygen. If not treated quickly, sepsis can progress 

to severe sepsis which can lead to organ failure collective organ failure and/or fatality. While sepsis 

can affect anyone, it is most common in the elderly and the very young (World Sepsis Day, 2015). 

Chronic illnesses, including Diabetes Mellitus, Cancer, AIDS, Kidney or Liver disease increase the risk 

of sepsis, as does pregnancy or the occurrence of severe burns or physical injury (World Sepsis Day, 

2015). 

Definitions of Sepsis 

Definitions of sepsis are currently under review and new international consensus definitions are 

imminent (NICE, 2016). Bateson and Patton (2014) argued that sepsis has a spectrum of severity 

from uncomplicated sepsis, to severe sepsis, considered as sepsis and sepsis-related organ 

dysfunction or tissue hypoperfusion through to the most severe form of sepsis: septic shock, which 

is diagnosed in the presence of sepsis-related hypotension that persists even despite sufficient fluid 

resuscitation. 

The definitions have formed the basis of research and guidance by leading campaign groups, such as 

the Surviving Sepsis Campaign (SSC) and the Global Sepsis Alliance (McClelland and Moxon, 2014). A 

review of the literature indicates there is general agreement (Cohen et al, 2015; Levy et al, 2003; 

Kaukonen et al, 2015; Balk, 2014) that these definitions lack sensitivity (the ability of the criteria to 

correctly identify sepsis) and specificity (the ability to correctly identify people without sepsis). The 

SSC currently explains sepsis as the existence of infection together with systemic indications of 

infection (Dellinger, 2013). 

The NICE guidelines (NICE, 2016) acknowledge that new international consensus definitions are 

imminent and thus do not use the terms SIRS or severe sepsis, but instead use the term ‘sepsis’, 

recommending actions according to clinical parameters. Daniels (2015) argues that both a pragmatic 

definition (aimed at early identification) and an epidemiological definition (designed for public 

health surveillance and clinical trial design) are needed. 

Global impact 

A review of the literature shows general agreement on the global burden of sepsis, including the 

growth in the number of cases, the high level of mortality coupled with a reduction in case fatality 

rates, and the underestimation of the problem due to inconsistencies in the way data is collected. 



The first crude estimate of worldwide incidence of sepsis was 15-19 million (Adhikari et al, 2010). To 

provide a more refined estimate for the Lancet Infectious Diseases Commission, Fleischmann et al 

(2015) identified 33 studies providing population-level data incidence of hospital-treated sepsis. 

Based on these studies, Fleischmann et al (2015) estimated the annual incidence was up to 31 

million cases of sepsis (similar to the SSC estimate of 30 million people worldwide each year (World 

Sepsis Day, 2015)) and 24 million cases of severe sepsis, with about 6 million death rates. 

Estimates of the occurrence of severe sepsis in the general population are hard to obtain but annual 

figures are cited as 38/100 000 in Finland (Karlsson et al, 2007), 25/100 000 in Spain (Blanco et al, 

2008), and 95 / 100 000 in those under 65 years of age in the U.S. but rising to 1,220/ 100 000 in 

over 65s (Richards 2013) indicating that sepsis becomes a growing health issue as the population 

ages (Hall et al, 2011). Many studies, at least from wealthier countries, report the occurrence of 

rising incidence and falling case of death (Cohen et al, 2015). Data for sepsis hospitalisations is 

available in countries including Australia, New Zealand, Taiwan and the US, the number of cases has 

risen steadily (Kaukonen et al, 2014; Shen et al, 2010; Hall et al, 2011 and Lagu et al, 2012) 

Information collected for debt purposes by the US National Centre for Health Statistics estimates 

that there was an increase in the hospitalisations for sepsis elevated from 621,000 in the year 2000 

to 1,141,000 in 2008 (Hall et al, 2011). It was also noted that there was an increase of up to three-

fold in the number of hospital admissions for health care related community acquired infections 

over the last decade. Over the same period comparing stroke and myocardial infarction admissions 

remained stable (Seymour et al, 2012), resulting in the numbers of hospitalisations with sepsis 

overtaking those for myocardial infarction. 

While sepsis cases may be increasing, mortality rates nonetheless appear to be decreasing through 

time, at a rate of 3-5% over the past 20 years (Stevenson et al, 2014). It could be argued that the 

falling mortality rate is due to improvement in care or a decreased effect through increased 

recognition of patients that are not as ill as those who would have previously been detected. Within 

the UK, ICNARC (2011) estimates (relating only to cases recorded within ICU settings during 24 hours 

of admission) are of 102,000 sepsis cases a year causing 36,000 deaths (Daniels, 2009). Daniels 

(2011) also cites sepsis as causing 37,000 deaths annually. 

Internationally, sepsis continues to be a dominant cause of fatality due to infection despite leading 

modern medicine including vaccines, antibiotics and acute care (World Sepsis Day, 2015). Vincent et 

al (2014) through a worldwide appraisal of the mortality rate found that one third of patients with 

sepsis treated in an ICU setting died without leaving hospital, with mortality rates of up to 40-50% 

when septic shock is present. Liu et al (2014) also state that sepsis remains an outstanding cause of 

overall fatality, contributing from a third to a half of all hospital mortalities. This is supported by 

European research (Vincent, 2006) findings that 36% of deaths in ICUs were due to sepsis. 

In terms of the developing world, the review of 33 studies by Fleischmann et al (2015) noted the 

absence of population-based data on sepsis incidence from poor-income and middle-income 

countries (LMICs). However, it is claimed that overall in the  developing countries sepsis is the cause 

60-80% of fatalities per year, which affects greater than 6 million babies and children each year with 

more than 100,000 woman acquiring sepsis through the course of pregnancy and childbirth (Kissoon 

et al,2011). Say et al (2014) state that while globally an estimated 11% of maternal deaths are 

caused by sepsis, the vast majority of these occur in developing regions. Maternal sepsis is 

recognised as a challenge in both low- and high-resource settings with figures indicating that one-

quarter of women who die within the 6 weeks after pregnancy in the UK die from sepsis (Knight et 

al, 2014). 



Accuracy of estimates 

While the existing data points to a significant global problem, the literature reveals a consensus of 

opinion that the current sepsis figures underestimate the size of the problem. The Lancet 

Commission (Cohen et al, 2015) highlights the fact that sepsis does not have a single diagnostic test 

and thus measurements of sepsis can differ across, and even within, countries. 

Three general approaches to the measurement exist: “clinically defined sepsis in prospective clinical 

registries, administrative coding of sepsis in hospital discharge databases, and causes of death from 

vital statistics records” (Cohen et al, 2015). Each of these approaches is unique and has its 

limitations. Clinical registries, for example, cannot capture all ICUs; hospital discharge databases only 

capture those people treated in hospital and death records mostly assign infectious diseases to the 

underlying infection. While there is a vast literature on sepsis, it is notable that much of the evidence 

is based on data collected in ICUs and Cohen et al (2015) highlighted the fact that very little is noted 

about sepsis outside the context of clinical practice in main critical care centres in developed 

countries. 

Due to the data collection methods, many researchers point to the figures as underestimates. The 

SSC claims that the hospital treatment of sepsis is up to seven fold higher in resource rich countries 

(World Sepsis Day, 2015). Bateson & Patton (2015), emphasise that 37000 deaths in the UK is a 

conservative estimate, as this includes only those patients diagnosed with severe sepsis within 24 

hours of admission to ICUs. A study of information recorded on death certificates in England, for the 

period 2001–2010 (McPherson et al, 2013), revealed that 1 in 20 deaths was associated with sepsis. 

Importantly, these deaths occur across a wide range of  specialty areas and 15,000 (7%) deaths 

definitely associated with sepsis in 2001-10 did not occur in hospital. This finding again suggests 

estimates of sepsis are low, since much of the research has been based on data collected from ICUs, 

thus ignoring deaths occurring outside of hospital. Dr Alex Goodwin (NCEPOD, 2015) claims that the 

reported incidence in the UK is likely to be an underestimate as the clinician coding system 

prioritises the source of infection. Overall, he estimates that there could be as many as 200,000 

cases of sepsis in the UK, and up to 60,000 deaths a year (NCEPOD, 2015) – much higher than the 

current reported figures. 

Implications of sepsis 

Research on sepsis outcomes has traditionally focused on mortality as an end point (Bateson and 

Patton, 2015). Increasingly, however, the costs and long-term consequences of survival from sepsis 

are being documented and these are likely to be substantial (Winters et al, 2010: McPherson et al, 

2013; Iwashyna et al, 2010; Goodwin et al, 2015). Daniels (2015) states that patients with sepsis 

spend more time in hospital, and also in ICUs, than do patients admitted for other reasons. Goodwin 

et al (2015) claim that around 65,000 people within the UK per year survive sepsis, but often with 

serious long-term effects that result in amputation, muscular contraction, damage to lungs that 

cannot be reversed, damage to the heart and kidneys and also cognitive disorders. When these 

factors are considered together with the statistics on death, Daniels (2015) argues that the true 

human and fiscal costs of sepsis become “frightening”. 

According to McPherson et al (2013), in 1995-1996 in a UK hospital the average cost of treating a 

patient who had sepsis was six times the cost of treating a patient who did not have sepsis. Around 

70% of patients who suffer from severe sepsis will need to be moved to intensive care units and, in 

the UK, it is estimated that the costs of a bed within the ICU is around £1500 a-day, the cost can be 

higher depending on the severity of the condition and the treatment required (Richards, 2013). 



According to Frost et al (2010) this represents a total cost of over £2.5 billion per year to the NHS. It 

is generally agreed that early recognition and treatment with have great economic benefits. The 

Agency for Healthcare Research and Quality lists sepsis as the mostly costly condition treated in US 

hospitals, equating more than $20 billion in 2011 rising the average annually by 11.9% (Pfuntner et 

al, 2011). Estimations also show that the US collaboratively detected earlier sepsis recognition 

evidenced based treatment (Pfuntner et al, 2011). Therefore relating to 92,000 fewer mortalities per 

year, 1.25 million fewer hospital days, and cuts in hospital expense of over $1.5 billion (Shorr et al, 

2007). 

The UK Sepsis Trust has estimated that a typical medium-sized general hospital could save £1.25 

million annually through improved management of sepsis, and that achieving 80% delivery of the 

basic standards of care is likely to save 10,000 lives per year and around £170 million annually for 

the National Health Service (UK Sepsis Trust Briefing, 2013). The longer term economic benefits are 

likely to be even greater. This would suggest that early diagnosis and treatment of sepsis is essential 

as it will lead to significant economic benefits and a reduction in the long-term costs for the NHS. 

The importance of identifying sepsis and commencing treatment 

A review of the literature suggests that there is general agreement that increased recognition and 

active management of patients with sepsis have improved outcomes over the past 15 years (Cohen 

et al, 2015; Yealy et al, 2015; Daniels, 2015). However, there is much evidence to suggest that there 

is significant room for improvement in both recognition and management (Cohen at al, 2015; NHS 

England, 2015; NCEPOD, 2015; Dellinger, 2013; PHSO, 2013; Yealy et al, 2015) and nurses can play a 

significant role in the improvement process.  

McClelland and Moxon (2014) argue that ‘nurses play a key role in spotting patients who are unwell 

or deteriorating, and initiating life-saving treatments’. It is essential, therefore, that nurses develop a 

culture of suspicion of sepsis and respond quickly to detect, manage and escalate patients suffering 

from sepsis, particularly those patients in the community where over 70% of cases arise (NCEPOD, 

2015), where early intervention can prevent harm and significantly reduce mortality. This suspicion 

accords with the arguments of Daniels (2015), who claims that without an understanding among 

health professionals regarding the symptoms in patients signifying sepsis opportunities to recognise 

and treat will continued to be missed. Nurses are often the first to suspect that a patient may have 

sepsis and are often the first to initiate treatments are prescribed. Equally, it is up to nurses to assist 

in the  combating of sepsis and ensure that infection control practices are adhered to. The role of 

the nurse is pivotal in relation to sepsis. 

The SSC recommends the use of two care bundles in the management of sepsis (Dellinger, 2013); the 

first bundle must be completed within 3 hours and the second within 6 hours. While research 

demonstrates that compliance with these bundles is associated with a reduction in hospital deaths 

(Levy et al, 2015), it is clear that there is significant room for improvement in compliance rates 

(NCEPOD, 2015) and the reliable delivery of the basics of care (Daniels, 2015). In addition to this the 

NICE (2016) should also be utilised by nursing staff and medics in addition to the sepsis six to ensure 

that patients receive the care they need. Whilst there are similarities between the sepsis six and 

NICE guidance (2016), in practice many trusts do advocate the use of the NICE guidance (2016). 

Many UK trusts have now also revised their protocols in light of the new NICE NG51 guidance (2016), 

and as such nurses in practice should be utilising this more and adhering to it. 

In the UK, the Sepsis Six care bundle, developed by Daniels (2011), is often used for the initial 

management of sepsis and, while it is similar to the SSC 3-hour bundle, it should instead be 



completed within the first hour of sepsis identification (Bateson and Patton, 2015).This bundle as a 

whole has been shown to reduce the relative risk of death by 46.6% (Daniels et al, 2010) when 

delivered to patients with severe sepsis within one hour. Close monitoring and regular review can 

identify patients who do not improve with the Sepsis Six, prompting urgent referral to critical care. 

Nurses play a vital role in the administration of these bundles and thus in improving compliance 

rates and ultimately patient outcomes. Finally, it is important to note that the NCEPOD (2015) report 

highlights that many basic elements of good nursing practice, including effective hand-washing, 

recording of basic vital signs, adherence to hospital protocols and good documentation are 

fundamental remedial factors, which if properly addressed, would improve the quality of care of 

patients with sepsis. 

Conclusion 

This article examined the global impact of sepsis and it associated implications. It highlights the 

importance of identifying sepsis and the treatments advocated within the UK. It is essential to raise 

awareness of this as a nursing issue, to ensure that patients  are kept safe and to prevent more 

patients from dying from this. As nurses it is essential that the NICE guidance NG51 (2016) is 

adhered to and implemented in an attempt to prevent more lives being lost. 

References 

Adhikari, N.K, Fowler, R.A, Bhagwanjee, S and Rubenfeld, GD. (2010). Critical care and the global 

burden of critical illness in adults.Lancet. 379 (9749), 1339-1346. 

Balk RA. (2014). Systemic inflammatory response syndrome (SIRS): where did it come from and is it 

still relevant today? Virulence (5), 20-26. 

Bateson, M and Patton A. (2015). Sepsis: contemporary issues and implications for nursing. British 

Journal of Nursing, 24 (17), 864-866 

Blanco, J, Muriel-Bombín, A, Sagredo, V, Taboada, F, Gandía, F, Tamayo, L, Collado, L, García-

Labattut, A, Carriedo, D, Valledor, M. (2008). Incidence, organ dysfunction and mortality in severe 

sepsis: a Spanish multicentre study. Critical Care. 12 (6), 1-14. 

Cohen, J, Vincent, JL, Adhikari, N. (2015). Sepsis: a roadmap for future research. The Lancet 

Infectious Diseases 15 (5), 581-614. 

Daniels R. (2009) the incidence, mortality and economic burden of sepsis. In NHS Evidence urgent 

and emergency care. Available: http://library.nhs.uk/Emergency/ last accessed 18 January 2016 

Daniels, R. (2011) Surviving the first hours in sepsis: getting the basics right (an intensivist’s 

perspective). Journal of Antimicrobial Chemotherapy; 66: 2, ii11-ii23. 

Daniels, R. (2015). What next for sepsis? The Lancet Infectious Diseases, 15 (5), 499- 501. Available: 

http://download.thelancet.com/journals/laninf/article/PIIS1473- 3099(15)70147-7/fulltext. Last 

accessed 09/12/15 

Dellinger, RP. (2013). Surviving Sepsis Campaign: International Guidelines for Management of Severe 

Sepsis and Septic Shock. Surviving Sepsis Campaign. 41 (2), 580-613 

Fleischmann, C, Adhikari, NK, Hartog, CS, Tsaganos, T, Schlattmann, P, Angus, D.C and Reinhart, K. 

(2015). Global burden of sepsis: a systematic review. crit care. 19 (1), 21. 

http://download.thelancet.com/journals/laninf/article/PIIS1473-


Frost, R., Newsham, H., Parmar, S and Gonzalez-Ruiz, A. (2010). Impact of delayed antimicrobial 

therapy in septic ITU patients. Critical Care. 14 (2), 4-23. 

Gaieski, DF, Edwards, JM, Kallan, MJ, Carr, BG. (2013) Benchmarking the incidence and mortality of 

severe sepsis in the United States. Critical Care Medicine 41, 1167- 74. 

Goodwin, A, Srivastava, V, Shotton, H, Protopapa, K, Butt, A, Mason, M. (2015). Just Say Sepsis! A 

review of the process of care received by patients with sepsis 

Available:http://www.ncepod.org.uk/2015report2/downloads/JustSaySepsis_Summary.pdf. Last 

accessed 19/01/2016. 

Hall, MJ, Williams, SN, DeFrances, CJ and Golosinskiy, A. (2011). Inpatient care for septicemia or 

sepsis: a challenge for patients and hospitals. NCHS Data Brief. 62 (1), 1-7. 

Intensive Care National Audit & research Centre. (2011). Admissions with severe sepsis in adult, 

general critical care units in England, Wales and Northern Ireland. Available: 

https://www.icnarc.org/Our-Audit/Audits/Cmp/Our-NationalAnalyses/Sepsis. Last accessed 

18/01/2016. 

Iwashyna TJ, Ely EW, Smith DM, Langa KM. (2010) Long-term cognitive impairment 

 and functional disability among survivors of severe sepsis. JAMA. 304: 1787-94. 

Karlsson, S, Varpula, M, Ruokonen, E, Pettilä, V, Parviainen, I, Ala-Kokko, TI, Kolho, E, Rintala, EM. 

(2007). Incidence, treatment, and outcome of severe sepsis in ICUtreated adults in Finland: the 

Finnsepsis study. Intensive Care Medicine. 33 (3), 435- 443. 

Kaukonen, KM, Bailey, M, Suzuki, S, Pilcher D and Bellomo, R. (2014) Mortality related to severe 

sepsis and septic shock among critically ill patients in Australia and New Zealand, 2000-2012. JAMA. 

311(13), 1308-1316. 

Kaukonen, KM, Bailey, M, Pilcher, D, Cooper, JD, Bellomo R. (2015). Systemic Inflammatory Response 

Syndrome Criteria in Defining Severe Sepsis. The NEW ENGLAND JOURNAL of MEDICINE. 372 (1), 

1629-38. 

Kissoon, N, Carcillo, JA, Espinosa, V, Argent, A, Devictor, D, Madden, M, Singhi, S, vander Voort, E, 

Latour, J. (2011). World Federation of Pediatric Intensive Care and Critical Care Societies: Global 

Sepsis Initiative. Pediatr Crit Care Med. 12 (5), 494-503 

Knight M, Kenyon S, Brockhehurst P, Neilson J, Shakespeare J, Kurinczuk J: on behalf of MBRCAE-UK. 

(2014). Saving Lives, Improving Mothers’ Care: Lessons learned to inform future maternity care from 

the UK and Ireland confidential enquiries into maternal deaths and Morbidity 2009-2012. Oxford: 

National Perinatal Epidemiology Unit, University of Oxford. 

Liu, V, Escobar, GJ, Greene, JD, Soule, J, Whippy, A, Angus, D.C and Iwashyna, TJ. (2014). Hospital 

deaths in patients with sepsis from 2 independent cohorts.. JAMA. 312 (1), 90-92. 

Lagu, T, Rothberg, MB, Shieh, MS, Pekow, PS, Steingrub, JS, Lindenauer, PK. (2012). Hospitalizations, 

costs, and outcomes of severe sepsis in the United States 2003 to 2007. Crit Care Med. 40 (3), 754-

761. 

Levy, MM, Fink, .P, Marshall, JC, Abraham, E, Angus, D, Cook, D, Cohen, J,.Opal, S.M, Vincent, JL, and 

Ramsay, G. (2003). 2001 SCCM/ESICM/ACCP/ATS/SIS International Sepsis Definitions Conference. 

Critical Care Medicine. 31 (4), 1250-6 

https://www.icnarc.org/Our-Audit/Audits/Cmp/Our-NationalAnalyses/Sepsis


Levy, MM, Dellinger, RP, Townsend, R, Linde-Zwirble, W.T, Marshall, JC, Bion, J, McClelland, H and 

Moxon, A. (2014). Early identification and treatment of sepsis. Nursing Times. 110 (4), 14-16. 

McPherson, D, Griffiths, C, Williams, M., Baker, A, Klodawski, E, Jacobson, B, Donaldson, L. (2013). 

Sepsis-associated mortality in England: an analysis of multiple cause of death data from 2001 to 

2010. British medical journal. 3 (8), 31. 

NCEPOD. (2015). News Release. Available: 

http://www.ncepod.org.uk/2015report2/downloads/PressRelease.pdf. Last accessed 22 January 

2016. 

NHS ENGLAND. (2015). Improving outcomes for patients with sepsis. Available: 

https://www.england.nhs.uk/wp-content/uploads/2015/08/Sepsis-Action-Plan23.12.15-v1.pdf. Last 

accessed 22nd January 2016. 

NICE. (2016). Sepsis: recognition, diagnosis and management. Available: 

https://www.nice.org.uk/guidance/ng51 Last accessed 2 August 2017. 

Pfuntner, A, Wier, LM, Steiner C. (2011) Costs for Hospital Stays in the United States Statistical Brief. 

Healthcare Cost and Utilization Project (HCUP) Statistical Briefs.  Agency for Health Care Policy and 

Research (US) Available from: http://www.ncbi.nlm.nih.gov/books/NBK179289/ last accessed 11 

April 2016 

PHSO (2013) Time to act – Severe sepsis: rapid diagnosis and treatment saves lives. Available at 

http://www.ombudsman.org.uk/reports 

andconsultations/reports/health?result_25593_result_page=3. Last accessed 17 April 2016. 

Richards, M. (2013). Sepsis management as an NHS clinical priority. Available: 

https://www.england.nhs.uk/wp-content/uploads/2013/12/spesis-brief.pdf. Last accessed 18 

January 2016. 

Say, L, Chou, D, Gemmill, A, Tunçalp, Ö, Moller, AB, Daniels, J, Gülmezoglu, AM, Temmerman, M and 

Alkema, L. (2014). Global causes of maternal death: a WHO systematic analysis.. Lancet Glob Health. 

2 (6), 323-333. 

Seymour, CW, Rea, TD, Kahn, JM, Walkey, AJ, Yealy, DM, and Angus DC. (2012.) Severe sepsis in pre-

hospital emergency care: analysis of incidence, care, and outcome. American Journal of Respiratory 

Critical Care Medicine. 186 (12), 1264- 1271. 

Shen, HN, Lu, CL and Yang, HH. (2010) Epidemiologic trend of severe sepsis in Taiwan from 1997 

through 2006. Chest. 138(2), 298-304. 

Shorr, AF, Micek, ST, Jackson, WL, and Kollef, MH. (2007) Economic implications of an evidence-

based sepsis protocol: can we improve outcomes and lower costs? Crit Care Med. 35(5), 1257-1262. 

Stevenson, EK, Rubenstein, AR, Radin, GT, Wiener, RS, and Walkey, AJ. (2014) Two decades of 

mortality trends among patients with severe sepsis: a comparative metaanalysis. Crit Care Med. 42 

(3), 625–631 

UK Sepsis Trust. (2017). Available http://sepsistrust.org/public/what-is-sepsis/ Accessed 2/8/17 

UK Sepsis Trust Briefing. (2013). Improving outcomes for patients with sepsis A cross 

https://www.england.nhs.uk/wp-content/uploads/2015/08/Sepsis-Action-Plan23.12.15-v1.pdf
http://www.ombudsman.org.uk/reports
http://sepsistrust.org/public/what-is-sepsis/


- system action plan. Available: https://www.england.nhs.uk/wpcontent/uploads/2015/08/Sepsis-

Action-Plan-23.12.15-v1.pdf. 

Vincent, JL, Sakr, Y, Sprung, CL, Ranieri, VM, Reinhart, K, Gerlach, H, Moreno, R, Carlet, J, Le Gall JR, 

Payen, D. (2006). Sepsis in European intensive care units: results of the SOAP study. Critical Care 

Medicine. 34 (2), 344-353. 

Winters, BD, Eberlein, M, Leung, J, Needham, DM, Pronovost, PJ and Sevransky, JE. (2010) Long-term 

mortality and quality of life in sepsis: a systematic review. Crit Care Med, 38(5), 1276-1283. 

Yealy, DM, Huang, D, Delaney, A, Knight, M, Randolph, A, Daniels, R, and Nutbeam, T. (2015). 

Recognizing and managing sepsis: what needs to be done? BMC MEDICINE. 13 (98), 


