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Objectives

1) Recognize communication breakdown as a top contributor of 
SEP-1 bundle fallouts

2) Use of B.L.A. mnemonic to treat all patients with suspected 
sepsis

3) When indicated, use of S.T.E.R.S. mnemonic
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Processes
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Inevitable Issues

“Mom, I 
don’t feel 
so good”

Freezer was left 
open all night and 

everything 
including the 
waffles have  

gone bad

Of course, 
his lunch 
account 
needs $

How are 
ALL the 
water 

bottles 
missing?

Only 
wants the 
Baby Yoda 
Sweater

How did he manage 
to get toothpaste in 

his hair?

Found a mushy 
substance all in 
his backpack… 
and a capless 

applesauce pouch 
Some kid in his 

class is allergic to 
peanut butter… 
or was that last 

year?
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Processes
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Processes: Sepsis Care
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Inevitable Issues

Patient 
Codes

Hard Stick

Lab tech 
rescheduled 
Lactate draw 

with AM 
labs

Pyxis, 
EHR, or 

tube 
system 
down

Short Staff

Admitting Physician 
cancels ER orders 
and enters admit 

orders

Patient 
leaves ER 
for MRI

Antibiotic 
not kept in 

Pyxis

Patient 
transferred 

to unit

Hospitalist 
didn’t see 

patient 
until AM

PCT failed 
to notify 

RN of 
trending 
low BP

ED gave 
“some” 
fluids

Shift 
Change

I forgot
I didn’t 
know
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Common Denominator?

Patient 
Coded

PCT had 
difficulty 

establishing 
access 

Lab tech 
rescheduled 
Lactate draw 
with AM labs

Pyxis, EHR, 
or tube 
system 
down

Short staff, 
RN had 
multiple 
priorities

Admitting Physician 
cancelled ER orders and 

entered admit orders

Patient left 
ER for MRI

Antibiotic not 
kept in Pyxis

Patient 
transferred to 

unit

Hospitalist 
didn’t see 

patient until 
AM

PCT failed to 
notify RN of 
trending low 

BP

ED gave 
“some” fluids

Shift Change

I forgot
I didn’t 
know
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Common Denominators

Communication 
Breakdown

Complex Process Lack of education/ 
knowledge

Human Error
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Why a Checklist

1. Human Error Is Inevitable
Checklists help compensate for our natural tendency to forget or overlook steps—especially under 
pressure.

2. Promote Predictability
They reduce cognitive overload by streamlining tasks into manageable, repeatable actions.

3. Boost Efficiency
Checklists improve organization, enhance preparedness, and foster better team coordination by making 
responsibilities clear and directable.

4. Enhance Accuracy
By minimizing distractions and mitigating the effects of interruptions, checklists help maintain focus and 
precision.

5. Flexible and Adaptable
Easy to update and modify as processes evolve, making them a dynamic tool for continuous 
improvement.
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Morning Process
❑Breakfast

❑Lunch

❑Snack

❑Water

❑School supplies/ folder

❑Sweater

❑Dressed

❑Clean(ish)

❑Attitude/ Pray

❑Stretch goal (clean up his own dishes)

Sepsis Process
❑Blood Cultures

❑1st Lactic Acid

❑Antibiotics

❑2nd Lactic Acid

❑Fluid Bolus

❑Recheck BP x2

❑Physician Reassessment

❑Start Vasopressors

Checklists

Still a lot to remember…
Where do I even keep this list? 
Not applicable to all patients… 
Eventually staff will “see” the list without seeing 
it/habituation
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Birth of B.L.A.S.T.E.R.S.

Mnemonic

Evidence-based treatment

Goals

Handoff communication
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Mnemonic
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Birth of B.L.A.S.T.E.R.S.

Mnemonic

Evidence-based treatment

Goals

Handoff communication
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B.L.A.S.
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T.E.R.S.
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Rollout
Initial Barriers

Paper

Buy In

Accountability

Leadership Support

Staff turnover

FAIL
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Today

System Level

• Required annual training for all inpatient 
RNs across THR

• Reference in system policy

• Reference in EHR

Hospital Level

• New hire training

• Binder on every unit

• Taught at staff meetings/ unit-based skill 
fairs

• Disease specific online reference

• Purposeful rounding

• Kudos and Opportunity forms



PowerPoint Template ©2009 Texas Christian University, Center for Instructional Services. For Educational Use Only. Content is the property of the presenter and their resources.

Practice Problem
• Time to antibiotics had increased to an average of over 100 minutes 

from end triage to antibiotic administration time for patients receiving 
antibiotics under an ED Sepsis Phase 1 Order Set. 

PICOT Question
• Does implementing a mnemonic tool guiding sepsis protocol 

in the ED decrease time from end triage to time to antibiotic 
administration as compared to current practice without a 

mnemonic tool over a one-month time frame in May 2024?

Key Change
• ED RNs used the BLASTERS tool for any patient with an ED 

Sepsis Phase 1 Order Set ordered by the provider to guide 
implementation of the sepsis protocol.

Using BLASTERS to Decrease Time to Antibiotics

 in the ED

Stephanie Mariot, MSN, RN, RNC-OB, C-EFM

Implementation
• A review of the BLASTERS tool and project was completed at two ED 

staff meetings in May. 

• During the first week of implementation, the project lead rounding daily 
to review BLASTERS tool. 

• A project champion in the ED assisted with staff questions and 
concerns, ensured tools were stocked and available, and communicated 
with project lead if there were needs or concerns.

• A laminated copy of the BLASTERS tool was posted in dictation room for 
ED providers to reference. 

Findings/Goals

Goals MET:

• Decrease end triage to antibiotic 
administration times to less than 90 
minutes to meet goal. 

✓Met at 58 Minutes

• Stretch Goal: decrease sepsis length of stay 
for patients with sepsis diagnosis to align 
with system KPI/KPM goals

✓MET AT 0.73

• Opportunity to increase use of complete 
order set for all components of bundle to 
improve bundle compliance and further 
decrease time to antibiotics. 

Literature/Evidence Scan me for 
References

• A systematic search of research literature 
was completed regarding sepsis bundle 
compliance and use of mnemonics in 
nursing and healthcare using CINAHL 
and university libraries.

• A 2019 Journal review by Maheshwari 
and Kaur highlighted the advantage of 
using mnemonics and acronyms to aid in 
recall of complex nursing procedures.
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