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CLINICAL EXCELLENCE COMMISSION 

The Clinical Excellence Commission

is responsible for leading safety and quality 

improvement in the NSW public health system

3



2018 Was Busy!
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Moving up the ‘slippery slope’
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Top 10 RCA risk groups
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Airway management

Altered consciousness

Det Pt - issues with rapid response

Paediatric resuscitation

Fluid Management

Post-surgical/procedural care

Paediatric patients in non-paediatric setting

Acute abdominal pain

BTF - altered criteria

Out of hours presentation/admission

Det Pt - inappropriate /delayed response to escalation

Diagnostic Error

Sepsis

Det Pt - delay/failure to escalate

Det Pt - failure  to recognise

SAC1 Risk Groups

2017



The Problem 

• Failure to recognise,

• Failure to respond to deteriorating patients

• Sepsis

“Patients don’t suddenly deteriorate.  
Healthcare professionals suddenly notice”

Dr Patrick Brady, Cincinnati Hospital



Keeping Patients Safe- Between The Flags



To improve early recognition and response to 
clinical deterioration and thereby reduce 
potentially preventable deaths and serious 
adverse events in patients who receive their 
care in NSW public hospitals.

Program Aim



NSW Approach
• Broad clinician engagement and consultation

• Standardisation across NSW

• A ‘sick’ child is sick wherever they are

• Allow facilities to customise their response 

• Promote and support clinical judgement

• Move to EMR



Standard Adult General Observation Chart

Red Zone
Late warning 

signs

Yellow Zone
Early warning 

signs
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Standard Paediatric Observation 
Chart

Blue Zone
Increased 
vigilance



Observation Charts

• 5 Paediatric Charts

• Neonatal 

• Maternity

• Emergency Dept.



BTF in the electronic Medical Record



SEPSIS IN NSW

The problem: failure to recognise and treat sepsis as a 

MEDICAL EMERGENCY 

http://www.cec.health.nsw.gov.au/incident-management/clinical-focus-reports

http://www.cec.health.nsw.gov.au/incident-management/clinical-focus-reports


SEPSIS KILLS PROGRAM

Aim: Improve sepsis recognition and management 
and reduce preventable harm to patients in NSW 
hospitals



OBJECTIVES

• Promote uptake of standardised decision support tools

• Improve reliability of recognition of sepsis 

• Decrease time to commence treatment

• Promote appropriate use of antibiotics

• Decrease the rate of in-hospital sepsis related mortality

• Decrease admissions/length of stay in ICU

• Decrease hospital length of stay for sepsis related admissions



Give oxygen 

Take a lactate  

Take blood cultures

Give empirical intravenous antibiotics

Administer intravenous fluids 

Monitor and get early senior review 

Reliability: bundle six actions 



TIMELINE

Sepsis Adult 
Emergency 

2010 2013 

Paediatric 
Emergency 

2014 

Inpatient
wards

2016 

All pathways 
published as 

medical 
record forms

Maternal and 
Newborn

2015 2011 

Sepsis Pilot in 
5 EDs

+ REACH 



SEPSIS TOOLKIT 

Guide to ‘think sepsis’

NOT prescriptive ……clinical 
judgement is KEY

Emphasis on senior clinician 
review 

6 interventions - O2, lactate, 
cultures, abs, fluids, monitoring
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Antibiotic guideline

http://internal.cec.health.nsw.gov.au/cec/SEPSIS



EDUCATION

• Deteriorating patient education

• Paediatric Watch Newsletters



PROCESS DATA



ANTIBIOTICS: PAEDIATRICS



Patients with a sepsis diagnosis 
who die in a NSW hospital 2009 -2018

12.9%

Overall 30% 
decrease



IMPLEMENTATION STRATEGY

LHD/SHN

Director Clinical 
Governance

Sepsis Lead 

LHD/SHN 
Committee

Facility

Executive 
sponsor

Sepsis Clinical 
Lead

Project
Team plus 

Governance 
Committee

ED/Ward

Nursing lead

Medical lead

CLINICAL EXCELLENCE COMMISSION



COLLABORATION

Build will
Test and 

share 
ideas

Support 
execution



SEPSIS KILLS

TIME IS LIFE

Recognise Resuscitate Refer
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The past
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Patient
Condition

Time

Clinical
Review

ALS

Rapid
Response

Death

The Solution 



Lessons Learned

Build a guiding coalition of clinicians, 
managers and administrators 

Even in large campaigns local leadership is key 
to success

State wide collaboration essential

Standardise with local customisation



Lessons Learned
Use local patient stories and data- case for 
change

Clinicians need time and skills in improvement 
science

Start small and pilot

Make it easy to do the right thing - have 
resources easily accessible and available
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Questions

For further information:

www.cec.health.nsw.gov.au


