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Background
International, national and 
local factors.

01
Statistics

Research

02
Regulation

• SSC
• NCG #26
• TCH governance

03

• Sepsis–1 (1992)
• Sepsis – 2 (2008-2012)
• Sepsis – 3 (2016)

• 11% global maternal 
deaths 

• 20% adult mortality 
(underrecognised!)

• Economic burden

QIP



Methods
Theories & frameworks



Methods
Understanding the local process & people



Methods
Understanding the local problem



Methods
Model for improvement

Aim

To improve patient safety by ensuring that, by July 2025, 
every obstetric inpatient with infection at TCH receives 
timely sepsis assessment, at initial presentation or 
subsequent deterioration, accurately documented in either 
the Sepsis Form or clinical notes.  

Measures

Interventions



Methods
Model for improvement

Aim

Measures
Outcome
Process
Balancing

Interventions



Methods
Model for improvement

Aim

Measures

Interventions
Driver Diagram
PDSA cycles



Driver 
Diagram 
Template

All Obs patients 
with suspected 
infection in the 

Coombe are 
screened for 

sepsis by July. 
2025

Outcome Measure: 
• How much: Percentage 

of patients with 
suspected infection 
screened for sepsis

• By when:  July. 2025

Increased staff 
knowledge and 

skills

Process Measure: 
• Number lectures, 

HSELand compl; training 
sessions and teachable 
moments

• By when:   Sept ‘25

Process Measure: 
• How much:  % 

escalations compliant 
with ISBAR 

• By when:    Sept ‘25

Process Measure: 
• How much:  % charts 

with documented SS
• By when:   Sept ‘25

Improved 
documentation

Co-production

Teaching

Training

Staff – staff 
(escalation)

Staff - patient

Fully documented 
SS

Fluid balance chart

Pt partnership

Nat Sepsis 
Programme

Lectures

Teachable moments

Simulation

Language used

Documented ISBAR

Informing patient re SS

Documented

Either in SF or pt notes

Agree supply pathways 
for S documentation

Present and completed

Empower patients for 
self-screening

Updating the Sepsis 
Form

Impact: High Low
Implementation: Easy  Hard
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Impact: High Low
Implementation: Easy  Hard

The Problem: 
Current practice at the 
Coombe shows 
inconsistency in the 
timely screening of 
obstetric patients with 
infection for potential 
sepsis.

Primary Drivers Secondary  Drivers Change Ideas Priority Change Ideas

Process Measure: 
• How much:  % change 

in PREM
• By when:   July‘25

• Obs, Anaesth, 
Midwives

• PN meeting
• PROMPT

• Weekly rounds
• Poster

• EAC & DS
• Wards

• Replace SWU 
with SS

• Patient card

HSE Land

• Involve sepsis 
survivor

• Participate 

• Explain SF 
during 
teachable 
moments

• Audit materials’ 
availability

Clear 
communication



Staff teaching & training

• PDSA 1 – team
• PDSA 2 – sepsis committee
• PDSA 3 – place on each  ward
• PDSA 3 - timeline

 .

• By specialty
• MDT
• Induction video

Lectures
• CBD
• 81% staff “more 

confident”

PROMPT

• Weekly “sepsis 
rounds”

• Poster

PoC “teachable 
moments”

• Wards
• Skills & drills

PoC simulation training



Patient Education

 Patient information 
Leaflets

Antenatally (My pregnancy book)
Postnatal discharge education (QR 

code for PIL)

Education Session

Maternal sepsis talk at 
antenatal classes



A. PREM: Patient/Maternal sepsis survivor –Sepsis card

B.   HSEs National Clinical Programme for Sepsis - rapid update of the NCG No.26. The 
revised Sepsis Form piloted in The Coombe Hospital in July 2025.  

Coproduction



Results – outcome measure



Results – process measures
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% documented concern for organ dysfunction % Sepsis 6+1 started if indicated

% Diagnosis correctly documented



Lessons learnt
Team’s insights and reflections

1

2

3

4

Staff teaching & training

The value of bedside T&T

Data and documentation

Informed the upcoming EPR (MN-
CMS)

Governance

Weekly sepsis rounds; 0.5 WTE 
CMM2

Culture of safety & learning

Safety 1 & Safety 2 (LfE)
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