
CAN HIGH-QUALIT Y 
SEPSIS CARE  AND COST-
CONSCIOUSNESS COEXIST?
There are many factors to consider when diagnosing and treating 
sepsis – but for the emergency physicians on the front lines, cost 
usually isn’t one of them.

The problem is – it needs to be. Overtreatment, combined with a 
relatively meager diagnosis-related group (DRG) reimbursement 
for sepsis, means hospitals often come out on the losing end of 
the ledger. 

“We probably do lose money on sepsis cases,” says Faheem 
Guirgis, MD, an emergency medical physician and research 
fellowship director at UF Jacksonville. “But because we are being 
held to the standards set by CMS, we have no choice.”

In today’s resource-strained environment, this adds tremendous 
additional strain, and is therefore imperative to address.

In this article – the second of a four-part series designed to help  
you elevate sepsis management – a few of the nation’s top sepsis 
physicians discuss the biggest problems standing in the way of  
sustainable sepsis care. 

© 2022 ABBOTT
4685.REV1 02/23



PROBLEM #1:
COST ISN’T OFTEN  
A CONSIDERATION,  
BECAUSE DOCTORS 
AREN’T TRAINED  
ON IT 

Because physicians don’t receive much 
– if any – financial training, they don’t 
always feel compelled to consider the 
dollars and cents.  

“Quite frankly, we don’t go to med 
school thinking, ‘How can I save 
costs?’ says Dr. Akhter. “There is very 
little education on that, and maybe 
that’s for good reason – because you 
don’t want to bias people based on 
financial issues. That’s not our job.”

“We try to provide the best care we 
can,” Dr. Akhter continues. “If it’s 
expensive, it’s expensive and if it’s 
cheap, it’s cheap.”

PROBLEM #2:
OTHER DEPARTMENTS 
ARE ALLOWED TO 
SPEND FREELY, 
WHICH SETS A 
DOUBLE-STANDARD

Although it’s not usually part of their 
formal training, there is some on-
the-job discussion about cost when it 
comes to treating sepsis in the ER.

“There are people who do get 
concerned about resources and 
overutilization of resources,” Dr. 
Akhter says. But being under the 
financial microscope can feel 
frustrating – especially when other 
doctors and departments are given 
more financial leeway. 

“As uneducated as we are about 
costs, part of me is like, ‘Why should 
we be?’” asks Dr. Akhter. “Just look 
at what the neurosurgeon is doing 
in the operating room. If you’re 
a neurosurgeon or an orthopedic 
surgeon, you can spend as much 
money as you want because the 
amount you bring in is so high.”

PROBLEM #3:  
SOME DOCTORS  
DON’T REALIZE THAT 
HOSPITALS ARE 
BLEEDING MONEY  
ON SEPSIS CASES

Many physicians are not aware of the 
dire financial situation surrounding 
sepsis care. Some assume that most 
sepsis cases are profitable, but the 
reality is, hospitals often lose money 
on them – especially if a patient is 
admitted for an extended stay.

“With the DRG of sepsis, you’d have 
to see a couple patients really quickly 
– where you just have them in the 
hospital for a day or so – to make up 
for the overwhelming amount that 
are in the hospital a couple days,” says 
Frank LoVecchio, DO, the Director 
of Research at the University of 
Arizona Maricopa Medical Center and 
a longtime emergency department 
physician. “And you can’t even  
break even.”

“They’re not making a lot of money 
on those patients,” Dr. LoVecchio 
concludes. “They probably take a 
loss. Actually, I don’t want to sound 
arrogant, but they definitely take  
a loss.”

He’s not arrogant – he’s right. A recent 
financial analysis of sepsis patients – 
based on the average length of stay for 
severe sepsis, the weighted average 
cost for each patient, and the weighted 
average DRG for each patient ( just 
$9,218) – estimates a staggering loss  
of nearly $36,000 per patient. 

“We aren’t there to be 
accountants.” 

–Murtaza Akhter, MD

“If all we do is break even, it’s 
not a good model.”  

–Frank LoVecchio, DO
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“It was a little surprising to learn the reimbursement 
rates for septic patients are so low,” Dr. Akhter admits. 

ICU LOS*1

6.2 DAYS

General ward cost per day3,4

$1,851
HAI cost for septic patients 
(weighted average)4,5,6

$2,329

Money lost per patient†

$35,751

Average DRG for septic patients7

$9,218

$5,743
ICU cost per day2,3

3.8 DAYS
General ward LOS for septic patients1

THE AVERAGE COST OF 
SEPSIS,  PER PATIENT:

PROBLEM #4: 
“CHECKLIST 
MEDICINE” 
CONTRIBUTES 
TO INCREASED 
SPENDING 
CMS measures and Surviving Sepsis 
guidelines dictate a specific course of 
treatment for sepsis, and doctors are 
often evaluated based on how 
well they adhere to it. That means 
physicians sometimes practice 
“checklist medicine,” as Dr. LoVecchio 

calls it – where they do what’s right  
for the metrics, versus what’s right  
for the patient. 

“All you wanted to do is check that 
CMS box, which is not really driven by 
the best data,” Dr. LoVecchio says. And 
checking those CMS boxes can accrue 
additional costs.

“I don’t want to get all these emails 
saying I didn’t do things correctly,” 
says Dr. Guirgis. “That drives a lot of 
decisions, and that’s why we don’t 
think about cost so much.”

Physicians also don’t want to skip 
any steps – even if their gut tells 

them those steps may be unnecessary 
in some cases – because it could 
leave them vulnerable from a legal 
standpoint. That also means spending 
more on potentially unnecessary care, 
just to cover their bases. 

“We are scared because of CMS, and 
scared of legal ramifications,” Dr. 
LoVecchio says. “We’re just like, ‘Well, 
so what if they go to the ICU? It’s 
better than a lawsuit if we miss sepsis.’ 
I think if you didn’t worry about the 
CMS and didn’t worry about legal 
issues, I think we would be more apt 
to be a little bit more cost conscious.”
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PROBLEM #5:
DOCTORS DON’T 
HAVE ACCESS TO 
COSTS TO HELP 
GUIDE CLINICAL 
DECISIONS
There are doctors who do consider 
costs, but there’s plenty of room 
for improvement. 

“We try to educate around costs.  
I know I personally try to,” Dr. 
LoVecchio says. “But if you asked  
me how much does a CBC cost, or  
how much does a lactate cost at my 
hospital, I have no idea. No idea.  
And we’re at fault for that.”

Health systems and doctors should 
work together to make costs more 
transparent, Dr. LoVecchio suggests.  
 
 
 

“I think that if you order a test, it  
should show potential charges next  
to it,” he says. 

Doctors are never going to put patients 
at risk just to save a few dollars, but if 
two courses of action are likely to yield 
an equally favorable result, why not go 
with the cheaper option? 

“’Should I be giving this antibiotic 
or that antibiotic?’ for example,” Dr. 
Akhter says. “If outcomes are similar, 
which is cheaper?”

Those types of decisions can extend to 
nearly every aspect of a patient’s care.

“Being cost conscious would be 
important with regard to the 
treatments, the bed utilization, the risk 
of super infections by giving a few doses 
of an antibiotic that they don’t need, and 
the risk of missing what is truly wrong 
with the patient,” says Dr. LoVecchio. 

 

ONE THING  
ALL DOCTORS  
AGREE ON 
All our experts shared the same 
sentiment: The health of the patient 
always comes first. 

“We are there to treat the patient 
and not consider the cost,” says Murtaza 
Akhter, MD, an emergency physician at 
the University of Arizona. “The cost is 
a down-the-line issue, but the patient 
dying is right in front of me. I need to do 
what it takes to save this guy.”

“I want to do the best I can for my 
patient,” Dr. Guirgis agrees. “The cost 
becomes secondary.”  The well-being  
of the individual is paramount, but 
health systems also need to consider  
the bigger picture of care delivery. 
Without a sustainable financial model 
in place to support proper care for every 
patient, sepsis care will not be viable for 
much longer.
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SHAPING THE 
FUTURE OF 
SEPSIS CARE 

Trying to check off the boxes of best 
practices while also juggling costs can be 
incredibly difficult. But identifying the 
systemic problems holding back sustainable 
sepsis care is the first step to rectifying them. 

It’s clear that both physicians and health 
systems need to do better – and work 
together – to find a way to balance quality 
care with sustainable financial performance.

As we await future assay innovations, the 
next article in our sepsis management series 
takes a closer look at three ways today’s top 
physicians are driving sustainable, high-
quality sepsis care already. 
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