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Give safety netting advice to 

patient: call 999 if patient 

deteriorates rapidly, or call 

111/arrange to see GP if condition 

fails to improve or gradually 

worsens.  Signpost to available 

resources 

 

             

 

 
Community Nursing Sepsis Screening and Action Tool 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

  

 

 

  

 

 

 

 

 

  

 

 

 

 

 

Affix Patient Label 
To be applied to all non-pregnant adults with recent or new fever/ fever symptoms e.g Sweating,  

Chills and Shivering,  Headache,  Muscle aches,  Loss of appetite, Irritability,  Dehydration,  

General weakness (Fever not always present with sepsis) 

 

 

 

 

dehydration  

 

 

 

 

Are you worried your patient is sick? 

 
High or low temperature 
 
Sudden deterioration 
 
Unusually drowsy, confused or delirious 

 

 

               

 

               

At risk of sepsis 
 
1. Same day assessment by GP/ to take blood samples 
2. Is urgent referral to hospital required? 
3. Agree and document ongoing management plan 

(including observations frequency, planned second 
review as agreed with GP) 

4. Ensure Sepsis Screening Tool is fully documented  in 
nursing records 

 

 
                     
 
 
    

Red Flag Sepsis - This is time critical, immediate action is required. 
If appropriate* dial 999 and inform Next of Kin 
*Consider individual’s advanced plan, if not for transfer consider appropriate limits of care 

 

YES 

YES 

YES 

YES 

NO 

NO 

NO 

2. Could this be an infection?  
Yes, but source unclear at present                       

 CRP/ESR, tachypnoea, tachycardia, malaise 
 

 Pneumonia/likely chest source  
   

 Urinary Tract Infection  
   

 Abdominal pain or distension 
 

 Cellulitis/Septic Arthritis/Infected Wound 
  

 Device-related infection.e.g. CVAD, catheters 
 

 Meningitis- pyrexia, headache, nausea, Photophobia, 
non-blanching rash 

           

 Other (please specify)                                          

 

    

 

4.  Is any ONE Amber Flag present?
       
 Relatives worried about mental 

state/behaviour 
 

 Acute deterioration in functional ability 
 

 Immunosuppressed (without recent chemotherapy) 
 

 Trauma, surgery or procedure in last 6 weeks 
 

 Respiratory rate 21-24 OR dyspnoeic 
 

 Systolic B.P: 91-100 mmHg 
 

 Heart rate :91-130 OR new dysrhythmia 
 

 Not passed urine in  last 12-18 hours 
 

 Tympanic temperate ≤36°C 

 

 Clinical signs of wound, device or skin 
infection 

 

 

             

Perform a full set of observations  

3.  Is ONE Red Flag present?  
    
 New deterioration in GCS/AVPU or acute confusion 

 

 Systolic B.P ≤90 mmHg (or ≥40mmHg below normal) 
 

 Heart rate ≥130 per minute 
 

 Respiratory rate ≥25 per minute 
 

 Sats ≤92% (88% in COPD) 
 

 Non-blanching rash or mottled/ashen/cyanotic 
 

 Not passed urine in last 18 hours 
 

 Urine output less than 0.5ml/kg/hr if catheterised 
 

 Recent chemotherapy (within last 6 weeks) 

 

YES NO 
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Abbreviated coma scale (AVPU) 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Glasgow Coma Scale (GCS) 
 

 
 

An information leaflet for Sepsis Safety 

Net advice can be found and printed at:  

https://patient.info/health/adult-sepsis-

safety-net 

If you have any Sepsis queries Mon-Fri 

during office hours then please contact 

the Sepsis Nurse via switchboard. 

https://patient.info/health/adult-sepsis-safety-net
https://patient.info/health/adult-sepsis-safety-net
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