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The Health Quality & Safety Commission followed a structured, collaborative process in developing the Raise the Flag sepsis implementation package that would standardise sepsis care across New Zealand. 
A comprehensive scoping exercise, national and international evidence, and stakeholder engagement helped us identify opportunities to improve early recognition and timely treatment of sepsis in New Zealand. 
We established a multidisciplinary sepsis technical advisory group (STAG) in April 2024 to provide clinical expertise and guidance and followed: 
the advice of the independent, not-for-profit organisation Best Practice Advocacy Centre New Zealand (bpacnz) on the British National Institute for Health and Care Excellence (NICE) guidance
contemporary evidence
expert consensus.
We are working with Sepsis Trust NZ and other agencies, such as Health New Zealand | Te Whatu Ora (Health NZ), to support implementation of the package across the health and disability sector. 
We strongly recommend you implement the full sepsis package as a matter of best practice.  
How to implement the sepsis package
Any health provider can initiate the sepsis pathway.
Please take a whole-system approach when implementing the sepsis package, introducing and using all components together rather than separately. This includes:
establishing clinical and governance leadership
preparing teams through education and training, and supporting them with ongoing coaching and mentoring in the form of clinical champions
integrating the national sepsis pathways and supporting tools into your routine practice
adapting the resources to suit your local context 
conducting ongoing measurement, audits and reviews to monitor uptake and sustain improvements. 
We’ve developed an implementation guide to help you follow a structured approach when implementing the package. See Raise the Flag: Sepsis quality improvement: implementation guide.
Latest updates to the sepsis pathways
The national sepsis pathways for hospital and community were last updated in September 2026. 
Overall pathway updates
The age ranges in adult, maternity and paediatric pathways have been amended. For example, the adult patient age range has changed from 15 years and older to 12 years and older.
Sepsis risk factors have been added to help improve early identification.
Checkboxes have been introduced throughout the pathway to help users better identify the steps they need to complete.
Screening
The initial screening criteria have been amended.
Red-flag criteria have been updated to reflect current clinical guidance.
Amber-flag criteria have been streamlined, with the number of criteria reduced.
Action is now only required when two amber flags are triggered rather than one.
The response actions for amber flags have been amended and clarified.
A step has been added to specifically inform patients and whānau.
Sepsis Six
The instructions under each Sepsis Six activity have been refined.
Blood culture guidance has been updated. 
· Send at least two sets from one site, even if the patient is afebrile.
· Ensure all blood culture bottles are properly filled.
The definition of a senior clinician has been clarified.
Post-Sepsis Six
Post-Sepsis Six steps have been refined and strengthened.
Patient at risk (PAR) and critical care outreach teams are not included in escalation guidance as these roles are not found in all facilities.
Escalate a sepsis diagnosis to a clinician who reports directly to a consultant or senior medical officer.
Hospital pathways versus pre-hospital community pathways
Hospital pathways are designed for use in acute clinical settings and are suitable for most hospital-based areas that assess and manage patients with suspected or confirmed sepsis. Note: They may need to be adapted for specific clinical contexts, such as specialised units or non-acute environments, and do not replace clinical judgement. 
Pre-hospital community pathways are designed for health professionals working in community and pre-hospital settings, such as general practice, ambulance services, community nursing, urgent care clinics and other non-hospital environments. They support early recognition of sepsis and the initiation of timely management before transfer to hospital and are not intended for use in hospital settings.
Electronic versions of the pathway
Some organisations (for example, Christchurch Hospital) have integrated the tools into electronic systems, such as Cortex. The Health NZ Centric team is currently digitalising the sepsis pathways in quantum forms.
Screening for sepsis
Urine output has been removed as a red flag for sepsis
Urine output is a late marker of organ dysfunction and is less reliable, due to factors like hydration and medication. It is often inaccurately measured, unless a patient is catheterised. It was also considered the least useful early screening indicator and has been removed from other international tools such as NICE guidance.
Lactate is a more reliable indicator of tissue perfusion and hypoxia. It provides a more responsive and accurate measure of treatment effectiveness in critically ill patients.
Fever is not a red flag on the adult pathway
By itself, fever is not a strong indicator of sepsis. The purpose of the sepsis pathway is to stratify based on risk of death due to infection/sepsis. A high fever does not indicate risk of death, but a low body temperature does and is included as an amber flag. 
Taking blood cultures
We recommend you take two sets of blood cultures from a single site.
Evidence shows that taking two sets from a single site:
improves detection of bacteraemia
increases sampling volumes 
reduces missed diagnoses compared with multi-site sampling
is more practical 
saves staff time.
A 2-set single-site approach compared with a 1-set 2-site approach (the multi-site approach)
Multi-site (MS) sampling is poorly adhered to. Nationally, between 25% and 75% of all blood culture sampling are single sets (Elvy et al 2023).
Two sets of blood cultures from a single site (SS) outperform MS sampling with respect to test performance (Dargère et al 2014; Yu et al 2020).
· One study showed switching from MS to SS resulted in higher positivity rates, higher sampling volumes and fewer solitary blood culture sets (Ekwall-Larson et al 2022). Meanwhile, multiple SS studies were collated in a systematic review to demonstrate that SS provides similar, if not improved, rates of bacteraemia detection without increased contamination (Vashti et al 2025).
· The UniEndo study showed that SS continues to be non-inferior with respect to diagnosis of endocarditis and superior with respect to the impact on staff time (30 minutes less nursing time per patient) (Goehringer et al 2025). 
From an infection diagnosis perspective, this is a change from the traditional guidance. 
Also, the sepsis package supports the recommendation to use SS if a second venepuncture is unlikely to be possible, as outlined in the NZMN blood culture guidelines. 
The ‘Give IV Antibiotic’ component of Sepsis Six link to the national antibiotic guidelines
The pathway recommends you use national antibiotic guidance but has not embedded specific links to ensure it remains current. For one example of national antibiotic guidance, see Te Whata Kura national antibiotic prescribing guidelines.
Vasopressors
Specific vasopressor drugs and doses have been intentionally excluded from the hypoperfusion pathway following feedback from the STAG. Instead, the pathway recommends you seek guidance from ICU or senior clinicians to ensure safe, context-specific prescribing.
When administering peripheral vasopressors, seek local protocols or ICU guidance for medication administration.
Measurement
For information on downloading and using the sepsis audit tool, email sepsis@hqsc.govt.nz
Organisations with access to local sepsis audit data are well placed to measure reach and impact of the sepsis implementation package. As you implement the package, refer to the Raise the Flag: Sepsis quality improvement: implementation guide.
Find out more about the sepsis package at: 
hqsc.govt.nz/our-work/improved-service-delivery/sepsis
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