
EMERGENT ORDER SET 
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SEPSIS 

Suspicious symptoms include:   
 Temp > 100.9 or < 96.8     
 BP < 90 systolic     
 HR > 90 
 RR > 20     
 Fatigue 
 Diarrhea 
 Productive cough 

 
Any of the above with contributing risk factors, such as 
recent infection, nursing home resident, recent viral 
illness, immunosuppression, recently hospitalized or 
recent surgery 
 

Severe Sepsis/Septic Shock Orders 
 

 Labs: CBC w. manual differential, CMP, PT/PTT, Type 
and Screen, Lactate, Blood cultures x 2, U/A, Urine C & S 

 Initiate an IV 
 
 

   

CATEGORY PATIENT CHARACTERISTICS PROTOCOL 
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SJMH Emergency Services Guideline  
 

Neurological Monitoring Guideline 

Emergency Department 
Pediatric Emergency Department 
 
Guideline Number #1 
 
Effective Date: March 6, 2008 
Revised Date:  
Reviewed Date:   
 
Approved by:  Emergency Operations 
  Pediatric Joint Practice 
 

Policy:  

This policy is intended to identify patients who require close observation of neurological status while in 
the emergency department. This guideline will also specify frequency of documented checks by the 
nursing staff. 
 

Purpose: 

This guideline applies to all head injured patients who have either a deviation for their baseline mental 
status and/or an acute intracranial injury identified by Computer Tomography Scan (CT Scan). 

 

Inclusion Criteria: 

1.Patients with normal neurological exam, with evidence of an intracranial injury (i.e. cerebral    
   contusion, subdural, epidural, subarchanoid hemorrhage) identified with CT Scan. 
2.Confused patients with a head injury whose baseline mental status cannot be confirmed 
3. Patients with a head injury who are impaired (Drug or alcohol intoxication) with abnormal mental 
    status. 
 
Procedure: 

1. Once any of these criteria have been met neurological checks must be performed and 
documented on a neurological flow sheet (Addendum A).  

a. Glasgow Coma Scale, pupils, grips/grasps every 15 minutes for the first hour.  
b. Glasgow Coma Scale, pupils, grips/grasps every 30 minutes for the next 6 hours 

                         and hourly there after 
2. Any deterioration from the patient’s initial baseline must be reported to the Attending Physician 

immediately. 
3. The nursing staff should initiate this protocol, but an order needs to be placed in the computer 

chart by the physician.  
4. The neurological flow sheet will need to be scanned into the electronic medical record upon final 

disposition of patient. 
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Responsibility 

Registered Nurse 
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Addendum A 
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