
RECOGNIZE abnormal vital signs       
and impaired perfusion;                      

Create Sepsis Alert in EDIS                             

Establish VASCULAR ACCESS  (IV/IO)                                             
send bloodwork* and begin resuscitation

-Consider IO placement if 2 
failed IV attempts or >5 minutes
-Consider STAT IV Team call as 
needed

Deliver fluids rapidly via push-pull, 
pressure bag, or rapid-infuser

WITHIN              
60 MINUTES

AT 60 
MINUTES

Administer 1st 20cc/kg NS FLUID BOLUS         
over 10 minutes or less                                   

AND                                                      
Administer ANTIBIOTICS* STAT

Off Algorithm 
Manage as 

appropriate to 
clinical findings

Administer 2nd and 3rd 20cc/kg NS     
FLUID BOLUSES as needed.                                              

Up to and over 60cc/kg may be required 
until perfusion/BP improves**.                  

STOP if signs of fluid overload develop                                                                 

Fluid 
Responsive?

Fluid 
Responsive?

Initiate VASOACTIVE DRUG* 
Titrate to correct 

hypotension/poor perfusion                                                                   

Off Algorithm 
Manage as 

appropriate to 
clinical findings

-Epinephrine for   
undifferentiated shock 
or cold shock;                         
-Norepinephrine for 
warm shock           

Catecholamine 
Responsive?

Place on supplemental oxygen                                            
Initiate cardiorespiratory monitoring

Off Algorithm 
Manage as 

appropriate to 
clinical findings

Administer IV 
Hydrocortisone* if at risk 
for adrenal insufficiency 

*Refer to SickKids Septic Shock Order Set                        
**Adjust fluid volume and rapidity of 
administration for patients whose pre-existing 
condition precludes aggressive volume 
resuscitation (eg. poor cardiac function)

If 3rd fluid bolus is 
required:
   -Notify PICU Fellow
   -Prepare vasoactive agent

NOYES

NOYES

NOYES

Experienced clinician should 
remain at bedside
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Severe Sepsis and Septic Shock Clinical Pathway

-Notify staff MD/RN/CSN
-Staff MD to rapidly assess 
patient and determine if pathway 
is indicated

WITHIN        
5 MINUTES

WITHIN      
10 MINUTES

Sepsis pathway not 
indicated; Continue care 

as clinicaly indicated

Initiate Pathway
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