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Introduction:  
Two-thirds of severe sepsis patients are initially seen in the emergency department, with the majority arriving via ambulance. 
Early sepsis recognition, diagnosis and clinical management are considered key for optimal patient outcomes, so this study 
aims to identify key patient, clinician and organisation-derived factors which lead to missed sepsis recognition and delayed 
access to definitive care in the ambulance setting. 

Methodology: 
The East of England Ambulance Service NHS Trust declares any missed cases of sepsis as a Serious Incident (SI), in 
line with the NHS England Serious Incident Framework1, to support clinician and service learning and prevent 
reoccurrence. 
A thematic qualitative review, based on the Yorkshire Contributory Factors Framework2, has been conducted 
using: 
          i) seventeen anonymised Trust sepsis-related SI reports generated between March 2014 to March 2016, and 
          ii) six ‘Regulation 28: report to prevent future deaths’ published by the Courts and Tribunals Judiciary3 

                    during 2015 and 2016 relating to ambulance care of patients with infection and/or sepsis. 

Conclusions: 
• There is clear scope for ambulance sepsis care improvements: errors occur at all service levels. 
• Based on root cause analysis, SI reports provide invaluable systems-based analyses of individual healthcare episodes.  
• Use of the Yorkshire Contributory Factors Framework has enabled a clear, detailed, multi-level review of ambulance-based patient 

safety incidents. 
• The risk factor themes informed AUSTRIA stakeholder workshop activities, during which ambulance clinicians and service users 

identified and prioritised key care risks, supported by use of the System Safety Assessment Toolkit4. 
• Adopting a ‘Systems’ approach to understand what happens during serious incidents will help prevent error reoccurrence and improve 

future sepsis care delivery. 
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Results:  
Factors contributing to Serious Incidents 
 

         ‘Active (‘Sharp end’) failures’ were found to be related to inadequate verbal and written communication, inadequate clinical assessment, 
failure to recognise and manage sepsis, inappropriate patient non-conveyance, lack of patient safety-netting and non-adherence to Trust Policy 
and Procedures. 
          

         An array of ‘Situational’ factors were identified and summarised 
according to their domain category (see Figure 1). 
 

        The key domain contributing to ‘Local Working Conditions’ 
factors was ‘Staff Workload’: ever-increasing ‘999’ call activity, 
increasing hospital turnaround times, insufficient vehicle resources 
and promotion of alternate care pathways affected vehicle availability, 
introducing time delays for ambulance responses and access to 
definitive care. 
 

               At ‘Organisational/External’ levels, postponement of 
professional update training, non-auditable dissemination of 
operational and clinical updates, insufficient clinician knowledge 
regarding Trust Policies and Procedures and lack of safety culture 
were identified as areas of concern. Furthermore, the impact of 
external policy pressures, such as meeting national ambulance service 
response targets, was also identified in the SI cohort. 
 
Factors contributing to Regulation 28 Incidents 

Healthcare providers failing to use sepsis screening tools; inappropriate clinical decision-making and non-conveyance of patient; delayed access 
to definitive care; ineffective communication system during telephone triage; insufficient ambulance and staff resources and Emergency 
Department handover times (‘exacerbated by bed blocking throughout the hospital systems’) were all highlighted by the Coroner as ‘Matters of 
Concern’ to be addressed to prevent future deaths. 
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