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ABSTRACT

Sepsis is a time-sensitive medical emergency and a leading cause of hospital morbidity, mortality, and resource use. Further
to the current Sepsis-3 framework, sepsis is defined as life-threatening organ dysfunction caused by a dysregulated host
response to infection. Global burden analyses and contemporary reviews have shown that sepsis remains a major worldwide
health priority, with substantial mortality and resource use across acute care systems. Because many patients first present
to the emergency department, early sepsis care is inherently interprofessional and depends on timely nursing recognition,
laboratory support, pharmacy participation, and emergency physician leadership. This narrative review examines the
evidence for an interprofessional model of early sepsis care with specific relevance to pharmacy, nursing, laboratory
medicine, and emergency medicine. The topic was selected because it mirrors existing review formats in the literature,
including guideline-based reviews, biomarker reviews, and implementation reviews of sepsis response systems. The review
synthesizes current knowledge on sepsis definitions, triage recognition, screening, laboratory testing, biomarkers,
antimicrobial therapy, hemodynamic support, sepsis bundles, rapid response systems, medication safety, stewardship,
quality improvement, and post-discharge recovery. Current evidence suggests that rapid recognition and treatment are
facilitated by standardized screening processes, nurse-led escalation, rapid laboratory turnaround, pharmacy-supported
antimicrobial optimization, and structured multidisciplinary pathways such as code sepsis programs and sepsis response
teams. The article concludes that interprofessional sepsis care is scientifically important, highly suitable for publication as
a review topic, and especially relevant to hospitals seeking safer, faster, and more reliable emergency care..
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INTRODUCTION

Sepsis remains one of the most important time-critical
conditions managed in acute care. Singer et al. defined

directly involving nurses, pharmacists, laboratorians, and
emergency clinicians (4).
This topic also closely resembles existing review article

sepsis as life-threatening organ dysfunction caused by a
dysregulated host response to infection (1). Evans et al. and
related guideline commentary emphasized that this
definition should translate into early recognition of organ
dysfunction rather than delayed response to overt collapse
(3).

An ideal review topic for pharmacy, nursing, laboratory
medicine, and emergency medicine should be scientifically
important, broad enough to include all professions without
becoming fragmented, and supported by strong guideline or
review literature. Early sepsis management fulfills these
requirements because it is anchored in international
guidance, reinforced by implementation science, and
increasingly informed by biomarker and workflow studies

models. Guideline-centered reviews have summarized the
Surviving Sepsis Campaign and its updates, while
biomarker reviews and emergency department systematic
reviews have addressed recognition, diagnosis, and risk
stratification (5). Newer implementation reviews have
described sepsis response teams, code sepsis pathways, and
nursing-led models designed to shorten door-to-antibiotic
time and improve bundle compliance (6).

Another reason this topic is strong is that it unifies bedside
care and health-systems thinking. Sepsis management
depends on bedside observation, rapid diagnostics,
medication safety, logistics, communication, escalation,
and post-acute recovery planning. That means a review can
move naturally from pathophysiology and definition into
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triage screening, laboratory testing, antibiotic delivery, fluid
resuscitation, handoffs, and quality improvement without
losing coherence (2).

Literature Review

The modern sepsis literature is dominated by several
overlapping evidence streams. The most influential remain
the 2021 Surviving Sepsis Campaign guideline and
interpretive reviews that explain what changed in screening,
fluid choice, vasopressor initiation, corticosteroid use, and
long-term recovery (3,4,11). These sources are essential
because they provide the common clinical framework
within which all professional roles can be interpreted.

A second literature stream focuses on sepsis recognition in
the emergency department. These studies examine the
difficulty of identifying patients early, especially when
symptoms are subtle, organ dysfunction is evolving, or
infection is not yet obvious. Emergency department triage
research has increasingly evaluated how bedside findings
and laboratory markers can be combined into practical early
assessment models, especially during the first nursing
evaluation (8,12).

A third major literature stream concerns biomarkers.
Reviews from critical care and emergency care settings
have emphasized that biomarkers are most useful when they
complement, rather than replace, clinical judgment.
Procalcitonin has been the most widely discussed
biomarker, while presepsin, MR-proADM, sTREM-I,
suPAR, and combined biomarker-clinical score models
remain active areas of study (13,14).

The fourth important literature stream is implementation
science. Hospital sepsis programs, code sepsis huddles,
rapid response systems, electronic alerts, and nursing-led
sepsis teams have all been studied as methods to improve
timeliness and reliability. These studies matter because
sepsis outcomes depend not only on what clinicians know
but also on whether hospitals can translate knowledge into
dependable workflows (16).

Conceptual basis of sepsis

The Sepsis-3 definition marked an important conceptual
shift away from older syndrome-based thinking centered
mainly on systemic inflammatory response criteria. Singer
et al. showed that the emphasis should instead be placed on
clinically meaningful organ dysfunction resulting from a
dysregulated response to infection (1). That shift matters
because early sepsis care must evaluate perfusion,
respiration, renal function, coagulation, mental status, and
hemodynamic stability rather than simply confirming
infection.

This conceptual framework is important for all four target
disciplines. Nurses must recognize that patients may
deteriorate before formal diagnostic confirmation is
available. Laboratory personnel must understand that
abnormal results are not isolated values but possible
evidence of evolving organ dysfunction. Pharmacists must
account for hemodynamic instability and organ impairment
when selecting and dosing antimicrobials and adjunctive
drugs. Emergency physicians must integrate all of these
signals under severe time pressure (16).

Sepsis is also dynamic. Further to observations in
emergency care literature, patients may appear to have

uncomplicated infection at one point and demonstrate clear
organ dysfunction hours later, which is why repeated
assessment and escalation are fundamental (14). A high-
quality review article should therefore emphasize
trajectories and reassessment rather than static labels.

For interdisciplinary practice, the conceptual value of sepsis
lies in the narrow therapeutic window. Delays in
recognition, blood sampling, antimicrobial preparation,
communication, or ownership of the next step can all
magnify risk. This reality makes sepsis a particularly
compelling topic for a review written across professions
rather than within a single disciplinary silo (3,7).

Why the emergency department matters

The emergency department is the most operationally
complex point in the early sepsis pathway. Patients arrive
undifferentiated, sometimes unstable, and often with
incomplete histories, evolving laboratory information, or
unclear infection sources. High patient turnover,
interruptions, and crowding make consistent sepsis care
difficult even when teams know the guideline
recommendations (15).

The CDC Hospital Sepsis Program Core Elements
emphasize that sepsis bundle delivery includes multiple
interdependent tasks vulnerable to coordination failures.
Recognition, cultures, lactate testing, order entry,
medication preparation, antibiotic administration, imaging,
reassessment, and disposition can all be delayed by
workflow breakdowns rather than by lack of knowledge.
This is one reason why sepsis is increasingly managed as a
systems problem as well as a diagnostic problem.

The emergency department is also where interprofessional
dependency is most visible. The nurse may notice a low
mean arterial pressure before the physician has completed
chart review, the laboratory may identify a critical lactate
before a formal diagnosis is finalized, and the pharmacist
may correct an empiric regimen before the first dose is
administered. The emergency physician must then integrate
these inputs into a coherent resuscitation plan (8).

From a publication perspective, an emergency department
focus is useful because it allows discussion of triage, speed,
uncertainty, workflow, and disposition without limiting the
paper to intensive care specialists alone. It also broadens the
audience to emergency nurses, pharmacists, laboratorians,
emergency physicians, hospitalists, and sepsis program
leaders (15).

Triage recognition and first nursing assessment

Early recognition at triage remains one of the most
important determinants of timely sepsis care. Presentations
range from overt shock to subtle symptoms such as
weakness, confusion, tachypnea, malaise, or unexplained
hypotension. Because nursing staff usually perform the first
structured assessment, their role in sepsis detection is
foundational rather than secondary (12).

A recent triage-focused study found that low mean arterial
pressure, low end-tidal carbon dioxide, -elevated
procalcitonin, and a high C-reactive protein-to-albumin
ratio were independently associated with sepsis during the
first nursing assessment (8). This supports a model in which
nursing triage is not limited to documenting vital signs but
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actively integrates physiological and laboratory signals into
escalation decisions.

At the same time, no single bedside score solves the
recognition problem. The emergency biomarker literature
and guideline commentary suggest that gSOFA is practical
but may lack sensitivity early, while broader approaches
may detect more patients at the cost of specificity
(4,5,9,10,12). Therefore, the best nursing approach remains
layered: pattern recognition, structured screening,
laboratory support, and a low threshold for escalation.

The nursing-led sepsis response-team literature also
reinforces the value of bedside intuition and situational
awareness. Nunnally et al. described how nursing-led
models can improve bundle compliance while still allowing
individualized care, especially when escalation systems are
clearly defined (6).

Screening tools and their limitations

Hospitals are strongly encouraged to maintain a process for
screening for sepsis, but current evidence does not support
one universal tool for every setting. The CDC explicitly
notes that hospitals should have a screening process, while
the Surviving Sepsis Campaign does not endorse one single
screening instrument for all institutions (15).

Older SIRS-based approaches remain common because
they are sensitive and easy to apply, but they also generate
false positives. qSOFA may be more specific for poor
outcomes in some settings but may miss earlier
presentations. Electronic alerts can extend surveillance
beyond human memory, yet may create alert fatigue and
workflow disruption if poorly designed (11).

A scientifically sound review should therefore avoid
treating screening as a competition with a single winner.
The better interpretation is that screening should be locally
designed, repeatedly evaluated, and supported by clinical
judgment and escalation protocols. High-performing
systems commonly combine bedside suspicion, structured
criteria, reassessment, and response activation rather than
depending on one score alone (17).

This matters to all four professions. Nurses need usable
tools at triage and during reassessment, laboratory teams
need clarity on which abnormal results should trigger
escalation, pharmacists benefit when screening reliably
identifies urgent antimicrobial candidates, and emergency
physicians need tools that support judgment rather than
replace it (18).

Laboratory medicine in early sepsis care

Laboratory medicine is central to the early evaluation of
sepsis because clinical assessment alone rarely defines
severity with sufficient precision. Common early
investigations include serum lactate, complete blood count,
renal function, liver function, coagulation studies, blood
cultures, blood gases, and source-specific microbiology
(3,4).

The laboratory contribution is not only about which tests
are ordered, but whether results are delivered quickly
enough to shape decisions. The CDC core elements
emphasize laboratory and microbiology involvement within
the sepsis program because turnaround time, critical result
communication, contamination rates, and specimen quality
all influence patient care (15,18).

Lactate remains particularly important in suspected shock
and hypoperfusion, although it is not specific for sepsis.
Biomarker reviews have also highlighted the increasing
interest in procalcitonin, presepsin, STREM-1, and MR-
proADM for diagnostic or prognostic enrichment in
emergency settings (14). These markers may refine
judgment, but they do not remove the need for clinical
context.

For laboratory professionals, the most meaningful role may
be less about any single assay and more about system
reliability: specimen prioritization, critical value reporting,
blood-culture quality, contamination prevention, and
communication with frontline teams. A review article that
addresses laboratory workflow, not just test names, is
therefore more scientifically useful (15,16).

Biomarkers and clinical-laboratory integration
Biomarker research in sepsis has grown rapidly, but the
clinically relevant question is how biomarkers improve real
decisions in the emergency department. Turgman et al.
reviewed the emergency biomarker field and concluded that
biomarkers are most useful when they complement bedside
assessment rather than replace it (5).

Procalcitonin has become the most visible example. A 2024
systematic review and meta-analysis reported that
procalcitonin shows moderate accuracy for diagnosing
sepsis in adult emergency department patients and stands
out for rapidly distinguishing bacterial from viral
inflammation, although the included studies were
heterogeneous (9). In a large multicenter cohort, Bolanaki
et al. found that procalcitonin substantially improved early
prediction of sepsis beyond qSOFA alone in adults
presenting to the emergency department with suspected
organ dysfunction (10).

The same multicenter work suggested that other biomarkers
may add wvalue for specific secondary outcomes.
Adrenomedullin-related biomarkers were more strongly
linked to shock, ICU admission, and mortality, while
proenkephalin was more relevant to kidney injury (10).
Additional emergency department and review literature
suggests that presepsin, sSTREM-1, MR-proADM, and
suPAR remain promising but have not replaced clinical
assessment or routine foundational tests (19).

A triage-focused nursing study similarly found that
procalcitonin, mean arterial pressure, low end-tidal carbon
dioxide, and the C-reactive protein-to-albumin ratio had
useful early predictive value (8). These findings support
clinical-laboratory integration rather than biomarker
isolation, which is a more defensible position for a
publication-ready review.

Blood cultures, microbiology,
stewardship

Microbiological sampling remains essential in sepsis
because appropriate antimicrobial therapy depends not only
on speed but also on the eventual ability to narrow, confirm,
or stop treatment. Surviving Sepsis Campaign
recommendations and CDC guidance both treat
microbiology as part of the early pathway rather than an
afterthought (3).

For laboratory and nursing teams, culture quality is a
patient-safety issue. Proper aseptic collection, timing,

and diagnostic
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labeling, and transport reduce contamination and improve
interpretability. Contaminated cultures can lead to
unnecessary broad-spectrum therapy, longer length of stay,
repeated testing, and diagnostic confusion, thereby
undermining both sepsis care and stewardship (15,16).
Diagnostic stewardship is equally relevant because not
every patient with suspected sepsis needs identical
sampling. The strongest hospital programs link
microbiology orders to likely source, local epidemiology,
and clinical probability. Emergency physicians and
pharmacists then rely on these data for later de-escalation
and source clarification (20).

A review manuscript should therefore present microbiology
as part of a longitudinal sepsis pathway. Early cultures
inform empiric decisions, and later results support
antibiotic refinement, clarification of contamination, and
recognition of alternative diagnoses (3,21).

Antimicrobial timing, selection, and pharmacy practice
Antimicrobial therapy is one of the most visible
intersections between pharmacy and emergency medicine
in sepsis care. Evans et al. maintained that prompt
antimicrobial therapy remains crucial in sepsis and septic
shock, while interpretive commentary clarified that clinical
urgency must still be balanced against diagnostic
uncertainty in less definitive presentations (3,4).
Pharmacists are uniquely positioned at the junction of
speed, appropriateness, and safety. They help choose
empiric regimens based on suspected source, prior
microbiology, recent antibiotic exposure, allergies, renal or
hepatic dysfunction, obesity, and local resistance patterns.
CDC guidance explicitly states that antimicrobial
stewardship should not be viewed as an obstacle to sepsis
care but rather as a framework that helps ensure locally
appropriate empiric therapy and later de-escalation (15,16).
CDC guidance also notes that a substantial proportion of
delay from presentation to antibiotic delivery occurs after
the antimicrobial order has already been placed. Processes
such as stocking critical antibiotics closer to the point of
care, urgent verification workflows, immediate
administration defaults, and pharmacist presence in high-
acuity areas can shorten this interval (15,16).

Recent emergency department work on community-onset
sepsis with bacteremia further highlights that empiric
therapy is not always guideline-concordant, reinforcing the
value of pharmacy involvement in regimen selection and
correction (20). A multidisciplinary review that omits
pharmacy would therefore miss one of the most modifiable
parts of the sepsis pathway.

Medication safety and antimicrobial stewardship

Sepsis is often described as a race against time, but speed
alone is not enough. Rushed preparation, incomplete allergy
review, incorrect dosing in renal dysfunction, delayed
second doses during transfer, and failure to reassess when
infection becomes less likely are all medication safety
hazards in sepsis care (3,16).

The CDC core elements are helpful here because they reject
the false choice between stewardship and urgent treatment.
Hospitals can improve antibiotic delivery times while still
strengthening antimicrobial stewardship, especially when

order sets, escalation pathways, and pharmacist review are
thoughtfully designed (15).

For all four professions, safety and stewardship overlap.
Nurses detect missed doses, delays, or infusion concerns;
laboratory teams support stewardship through reliable
cultures and susceptibility data; pharmacists align urgent
treatment with local epidemiology and later de-escalation;
and emergency physicians must remain ready to revise the
working diagnosis as new data emerge (20).

This framing is more scientifically accurate than a
simplistic message that earlier treatment is always
beneficial regardless of context. The more defensible
conclusion is that timely effective therapy matters most
when delivered inside a system that also protects patients
from avoidable overtreatment and medication error (2).
Fluid resuscitation and hemodynamic support

Fluid resuscitation remains a cornerstone of early sepsis
management, especially in shock and clear hypoperfusion,
but contemporary practice is more nuanced than uniform
volume loading. Commentary on the 2021 Surviving Sepsis
Campaign update highlighted the preference for balanced
crystalloids in many contexts, acceptance of peripheral
vasopressor initiation when needed, and the role of
intravenous corticosteroids in septic shock with ongoing
vasopressor requirements (4,11).

For nursing teams, fluid resuscitation is not simply the act
of administering ordered volume. It also involves
monitoring response and complications, reassessing blood
pressure, urine output, respiratory effort, lung findings,
mental status, and perfusion, and escalating concern when
the patient appears either fluid overloaded or insufficiently
responsive (6).

Emergency physicians synthesize the indication for fluids,
the likely source, the extent of shock, the need for
vasopressors, and the possibility of alternative diagnoses
such as hemorrhage, cardiogenic shock, pulmonary
embolism, or noninfectious dehydration. Pharmacists
contribute to vasopressor preparation and compatibility
decisions, while laboratory data such as lactate and renal
function assist with trend interpretation and severity
assessment (3,4).

Nunnally et al. described a nursing-led sepsis response
model that incorporated point-of-care ultrasound to guide
resuscitation while preserving bundle compliance (6).
Although such models are not yet universal, they show how
modern sepsis care increasingly seeks to combine
protocolized speed with individualized reassessment.
Sepsis bundles, code sepsis, and response teams
Protocolized sepsis care emerged from the need to reduce
treatment delays and standardize essential actions. Bundle-
oriented care generally includes screening, recognition,
lactate testing, cultures when feasible, antimicrobials,
resuscitation, and reassessment. In principle, bundles
reduce variability; in practice, they work only when
institutions translate them into usable workflows (3,6).

The CDC specifically describes code sepsis huddles and
sepsis rapid response teams as practical operational
structures. These activations bring disciplines together
rapidly to evaluate the patient, assign tasks, and accelerate
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testing, imaging, cultures, antibiotics, fluids, and escalation
(15,16).

Nunnally et al. reviewed sepsis response-team literature and
described a model with an afferent arm to identify patients,
an efferent arm to mobilize personnel and resources, and a
feedback system for auditing performance. Their review
found that response-team models frequently improved
guideline compliance and often improved mortality, while
also acknowledging that much of the evidence comes from
before-and-after designs with important risk of bias (6).
For publication purposes, sepsis bundles and response
teams provide a strong interprofessional centerpiece. They
show how nursing, pharmacy, laboratory medicine, and
emergency medicine can all be represented within one
operational model, making them ideal for a
multidisciplinary narrative review.

Nursing roles across the sepsis pathway

Nursing responsibilities in sepsis extend far beyond vital-
sign collection. Emergency nurses identify deterioration
patterns, initiate or activate sepsis pathways, obtain or
facilitate cultures, administer fluids and antibiotics, monitor
response, support handoffs, and help educate patients and
families. Because nurses remain continuously present at the
bedside, they often detect failure of response earlier than
others (12).

The CDC strongly recommends physician and nurse co-
leadership for hospital sepsis programs, reflecting the
central role of nursing in operations, education, tracking,
and improvement (16). This is important because nursing
involvement is not limited to protocol execution after
physician decisions; it also shapes how screening systems
and escalation pathways are designed.

Newer models also show that nursing can lead more
advanced aspects of early sepsis care. Nunnally et al.
described a nursing-led sepsis emergency response team
that used point-of-care ultrasound to support individualized
fluid management while maintaining compliance with core
bundle elements (6).

A review article aimed partly at nursing audiences should
therefore emphasize three themes: early detection,
continuity of surveillance, and operational leadership. This
framing is more accurate and more publishable than
reducing nursing to protocol adherence alone (6,8,12,15).
Pharmacy roles across the sepsis pathway

Pharmacy contributes before, during, and after the first
antibiotic dose. Before administration, pharmacists support
empiric selection, evaluate allergies, identify drug
interactions, check renal and hepatic dosing, and resolve
questions of preparation and compatibility. During acute
care, they help expedite delivery and support vasopressor
and adjunctive medication safety. After cultures return, they
contribute to de-escalation and duration decisions
(15,16,20).

CDC guidance specifically includes antimicrobial
stewardship within the hospital sepsis program and
recommends pharmacy participation in guideline
development, order sets, and action planning (15,16). This
matters because pharmacy input is most effective when it is
built into the pathway rather than added informally after
delays have already occurred.

Recent evidence from emergency department bacteremia
management has reinforced the importance of appropriate
empiric therapy in community-onset sepsis and highlighted
persistent variation in appropriateness (20). These findings
strengthen the case for pharmacist involvement in urgent
regimen review and ongoing optimization.

A review directed at pharmacy audiences should therefore
emphasize that stewardship begins at the moment empiric
therapy is chosen. Broad coverage may be necessary, but
the goal is prompt, source-informed, locally appropriate,
and revisable treatment rather than indiscriminate
escalation.

Laboratory roles across the sepsis pathway

The laboratory role in sepsis is both immediate and
longitudinal. Immediately, laboratorians and phlebotomy
services support rapid lactate testing, hematology and
chemistry panels, coagulation studies, and culture
processing. Longitudinally, laboratory data support trend
analysis, diagnostic clarification, organ dysfunction
assessment, and microbiology interpretation for de-
escalation (16).

CDC guidance explicitly recommends involving
microbiology, laboratory medicine, and phlebotomy in the
multiprofessional sepsis program. This acknowledges that
good sepsis care cannot be achieved if the laboratory
remains outside the quality-improvement conversation.
Biomarker studies also widen the laboratory role.
Procalcitonin, CRP-based ratios, presepsin, MR-proADM,
and related host-response markers may improve triage or
risk stratification when embedded in clinically sensible
pathways, but should not be overused as reflex diagnostics.
Laboratory professionals can therefore help define when
these tests add value and how their results should be
interpreted.

For a multidisciplinary review, the laboratory section
should make clear that good sepsis care depends on more
than running tests. It depends on diagnostic systems that are
rapid, clean, interpretable, and tightly connected to clinical
action (15,16).
Emergency medicine
synthesis

Emergency medicine occupies the integrative leadership
role in early sepsis care. Emergency clinicians must
determine whether infection is likely, assess the severity of
physiologic disturbance, identify the probable source,
decide on imaging and procedures, determine whether
vasopressors are needed, and choose appropriate
disposition. These decisions often must be made before full
laboratory or microbiology confirmation is available (3,4).
This role is difficult because sepsis has many mimics, and
infection without sepsis is more common than sepsis itself.
Risk-based decision making is therefore more realistic than
a certainty-based model, especially in patients with
overlapping syndromes such as dehydration, hemorrhage,
pulmonary embolism, acute heart failure, toxicologic
illness, or pancreatitis (1,3).

The literature on emergency recognition and structured
response systems supports the idea that emergency
clinicians perform best when embedded in clear
interprofessional pathways. Code sepsis activations,

leadership and diagnostic
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electronic alerts, standardized order sets, and response
teams reduce cognitive fragmentation and allow physicians
to focus on synthesis and reassessment (17).

In a well-structured review, emergency medicine leadership
should therefore be described not as dominance over other
professions but as the responsibility to integrate their
contributions into a coherent and timely plan. That framing
better reflects real emergency care and better supports the
interdisciplinary nature of the manuscript (16).

Handoffs, second-dose delays, and continuity of care

A recurring weakness in sepsis care is that the first hour
receives more attention than the next twelve. Yet CDC
guidance emphasizes that handoffs between units, between
clinicians, and between hospitals are high-risk periods for
information loss and treatment delay (16). This is especially
relevant in sepsis, where early improvements can be
undermined by delayed second doses, unclear source-
control plans, or poor communication of diagnostic
uncertainty.

Structured handoff practices are therefore part of early
sepsis management rather than a peripheral administrative
concern. Nurses carry forward trend information,
pharmacists help prevent missed or mistimed subsequent
antibiotic doses, laboratory and microbiology results must
be communicated clearly, and emergency and receiving
clinicians must share a common understanding of
diagnostic certainty and ongoing priorities (15).

This continuity perspective makes the review more
scientifically complete. Sepsis is not only about activation
and first-dose therapy but also about maintaining a coherent
care plan across transitions .

Including handoffs also improves the paper’s relevance for
nursing and pharmacy audiences, whose work often
determines whether the sepsis pathway remains intact after
the patient leaves the emergency department (20).
Recovery, discharge planning, and post-sepsis needs
Recent sepsis guidance increasingly extends beyond acute
resuscitation. SCCM summary material and subsequent
commentary on the 2021 guidelines highlighted new
recommendations on recovery, including patient and family
involvement in discharge planning, follow-up for physical,

cognitive, and emotional sequelae, medication
reconciliation, and screening for social or economic support
needs (11,21).

This is especially relevant to interdisciplinary practice.
Pharmacists contribute to medication reconciliation and
rationalization of therapy at discharge. Nurses support
patient education, surveillance, and continuity planning.
Social support assessment may reveal barriers that affect
recovery or rehospitalization. Although emergency
clinicians do not usually manage final inpatient discharge,
emergency departments frequently re-encounter sepsis
survivors when recovery is poor (15,21).

The CDC also notes the significant burden of post-sepsis
morbidity and rehospitalization and recommends peri-
discharge evaluation to support recovery. Therefore, a
contemporary review should not stop at vasopressors and
fluids but should acknowledge that sepsis is an acute illness
with long-term consequences.

Including recovery and discharge planning also strengthens
the article’s scientific quality because it reflects genuinely
newer guidance rather than repeating older acute-
management themes alone.

Hospital sepsis programs and quality improvement
Sepsis care improves most reliably when hospitals treat it
as a quality-improvement priority rather than leaving
outcomes to individual heroics. The CDC Hospital Sepsis
Program Core Elements provide a practical framework built
around leadership commitment, accountability,
multiprofessional expertise, action, tracking, reporting, and
education.

Several features are especially relevant to the professions
addressed in this manuscript. The CDC recommends
physician and nurse co-leadership, involvement of
emergency medicine, hospital medicine, critical care,
infectious diseases, nursing, pharmacy, social work,
microbiology, laboratory medicine, and phlebotomy, along
with structured action steps such as screening processes,
care pathways, order sets, antimicrobial-delivery systems,
and handoff protocols.

Quality improvement also requires measurement. Tracking
bundle compliance, timing metrics, contamination rates,
antimicrobial delays, and outcomes allows hospitals to
identify weak points. Reporting and education then convert
these observations into sustained improvement.

For publication purposes, this section moves the review
beyond bedside care into systems science. That is valuable
because multidisciplinary readers often seek articles that
combine clinical evidence with practical implementation
guidance.

Resource-limited settings and pragmatic adaptation
One of the strengths of this topic is that it remains relevant
in settings with uneven resources. Not all hospitals have
access to advanced biomarker panels, bedside pharmacists,
sepsis coordinators, or nursing-performed ultrasound.
However, the core principles of early recognition, repeated
assessment, basic laboratory prioritization, timely
antimicrobials, structured communication, and clear
escalation remain transferable (15,22). In pragmatic
settings, institutions may begin with a simple screening
process, faster lactate and blood-culture workflows, a basic
empiric antibiotic pathway linked to local microbiology,
and a nurse-physician escalation huddle. These elements
may produce more practical benefit than sophisticated tools
that are difficult to sustain. The CDC core-elements
framework is sufficiently flexible to support this kind of
adaptation.

The literature also warns against rigid transplantation of
complex systems without regard to local context. Screening
tools may create alarm fatigue, biomarker testing may be
overused, and bundles may become paperwork exercises if
not aligned with staffing and workflow (17). This
perspective broadens the value of the review for readers
across diverse institutions, including district hospitals,
teaching hospitals, and mixed-resource systems (15,16).
Future directions

Several emerging directions are likely to shape the next
generation of sepsis care. These include more refined
biomarker integration, point-of-care testing, smarter
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electronic surveillance, improved linkage between sepsis
pathways and  antimicrobial  stewardship, and
individualized hemodynamic assessment supported by
ultrasound and other bedside tools.

Biomarker research continues to expand. Reviews have
highlighted newer candidates such as bio-adrenomedullin
and DPP3, while systematic reviews of biomarker
combinations suggest that multi-marker strategies may
eventually outperform single-marker approaches for certain
outcomes, although heterogeneity remains high.

At the same time, technology alone will not solve the core
problem. The CDC and implementation literature
repeatedly emphasize that staff need to know what to do,
understand why it matters, communicate effectively, and
work within systems that are designed for timely action.
These are human factors as much as technological ones.
Future sepsis research should therefore include not only
biomarker accuracy and novel monitoring but also
implementation trials, antibiotic-delivery optimization,
handoff safety, and patient-centered recovery outcomes.
Interprofessional studies are especially valuable because
improvements in sepsis care are usually produced by team
redesign rather than isolated clinician performance.

Conclusion

Interprofessional sepsis recognition and early management
in the emergency department is an excellent review topic
for pharmacy, nursing, laboratory medicine, and emergency
medicine because it is clinically coherent, scientifically
important, and strongly anchored in existing guideline and
review literature. It closely mimics already established
review formats while still allowing for a valuable
multidisciplinary synthesis. The contemporary evidence
base shows that high-quality sepsis care depends on more
than recognizing a syndrome and giving antibiotics quickly.
Effective care requires nursing surveillance, practical
screening systems, rapid and reliable laboratory support,
appropriate and safe antimicrobial therapy, structured
resuscitation, strong handoffs, post-discharge planning, and
quality-improvement infrastructure. Among the professions
considered here, nurses are central to early recognition and
continuity of surveillance; pharmacists are central to
antimicrobial optimization and medication safety;
laboratory teams are central to rapid diagnostics,
microbiology quality, and actionable data; and emergency
clinicians are central to diagnostic synthesis, resuscitation,
and escalation. The strongest sepsis systems are those that
organize these roles into a deliberate pathway rather than
leaving them to operate in parallel. For these reasons, early
sepsis care remains one of the most scientifically sound and
publication-worthy interdisciplinary  review  topics
available for these fields. A manuscript on this subject can
be both academically rigorous and directly useful to clinical
practice.
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