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AocBevNC 73 XpPOVWV PE IOTOPIKO UN-IVOOUAIVOECOPTWHEVOU
2 (type Il), apTnplaknc utréptaonc, UtTToBANONKeE 4 PEPEC
TPV o€ AE NUIKOAEKTOMN VIO KAPKIVO.

2.0C KOAOUV OTNV XEIPOUPYIKNA KAIVIKI VO TOV EKTIMNOETE
AOYW OUYXUONC KOl TTUPETOU. 2TNV PUOIKN £CETACN O
Q0BEVNC EXEI YEVIKEUMEVO KOIAIOKO GAyOC.

H aptnplakn trieon €ival 70/40 mmHg, ol o@uceic 136
bpm, N avaTrveuaoTiKn ouxvoTnTa 28/min, KAl n
Oepuokpaoia 38.6 °C.

TiBetal oupokaBetnpac (Foley), TTou TTapoxXETEUEI UIKPN
TTOOOTNTA CUMTTIUKVWHEVWY oUupwv, 0 Sa02 cival 98%.




® Eival o aoc0evig onNTrTIKOG?




Third International Consensus Definitions for Sepsis and
Septic Shock

( )

. Life-threatening caused
by dysregulated host response to infection

. Subset of sepsis with circulatory and
cellular/metabolic dysfunction associated with
higher risk of mortality

CONFERENCE REPORTS AND EXPERT PANEL

Surviving Sepsis Campaign: @
International Guidelines for Management
of Sepsis and Septic Shock: 2016

JAMA. 2016;315(8):801-810. doi:10.1001/jama.2016.0287




can be
represented by an increase in the
Sequential (sepsis-related) Organ
Failure Assessment (SOFA) score of 2
points or more

should be defined as a
subset of sepsis and should be
clinically identified by a vasopressor
requirement to maintain a

INn the absence of
hypovolemia.

Table 2 S0OFA Soore

SOFA score (Table 2). The SOFA score (Table 2) was
proposed in 1996 by the Working Group on Sepsis-
Related Problems of the European Society of Intensive
Care Medicine [19]| to objectively describe the degree of

organ dysfunction over time and to evaluate morbidity in
intensive care unit (ICU]) in patients with sis. It was
demonstrated to be a good indicator of prognosis in
critically ill patients during the first few days of ICU
admission [20].




The new definition of sepsis suggests that patients with at
least 2 of these 3 clinical variables

lasgow - oma cale score of  or less,
ystolic = lood ' ressure of or less, and
espiratory ate or greater

may be prone to a poor outcome typical of sepsis and
patients with positive gSOFA should be clinically
characterized as septic by SOFA score (Table 2).



AocBevNC 73 XpPOVWV PE IOTOPIKO UN-IVOOUAIVOECOPTWHEVOU
2 (type Il), apTnplaknc utréptaonc, UtTToBANONKeE 4 PEPEC
TPV o€ AE NUIKOAEKTOMN VIO KAPKIVO.

2.0C KOAOUV OTNV XEIPOUPYIKNA KAIVIKI VO TOV EKTIMNOETE
AOYW CUYYXUONG KAl TTUPETOU. 2TNV QUOIKN £CETAON O
Q0BEVNC EXEI YEVIKEUMEVO KOIAIOKO GAyOC.

H apTtnpiakn trieon €ival 70/40 mmHg, ol opuceic 136
bpm, N AVATTVEUCTIKN oUXVvOoTNnTO 28/min, KAl n
Oepuokpaoia 38.6 °C.

TiBetal oupokaBetnpac (Foley), TTou TTapoxXETEUEI UIKPN
TTOOOTNTA CUMTTIUKVWHEVWY oUupwv, 0 Sa02 cival 98%.




Sepsis-3 Definition changes

e The “Severe Sepsis” nomenclature has been
eliminated

e “Sepsis” in place of “Severe Sepsis”

e organ failure must be present to define sepsis and
septic shock

* gSOFA was proposed for the non-ICU setting
* SIRS criteria have been deleted altogether

American Journal of Respiratory and Critical Care Medicine
Volume 194 Number 1 | July 1 2016



o Sepsis-3 clinical criteria (i.e. gSOFA)
that informed the recommendations in this revision
can be potentially
misleading by imposing a false image of homogeneity onto a
heterogeneous disorder
* requiring the presence of organ failure, may hinder general

awareness of the importance of early recognition and
treatment

American Journal of Respiratory and Critical Care Medicine
Volume 194 Number 1 | July 1 2016



o Sepsis-3 clinical criteria (i.e. gSOFA
that in

Me Bdion tov KawvoUpyto optoud e onne  [Lell%
misleac gvav aocdevn ue Aoiuwén katL umotaon y onto a
heteroc JTOU QITAVTNOE OTNV XOPNYynNon uypwv
* requiri Ja tov yapaktnpilate oav yeneral
aware “averntinAektn Aoiuwén” ??? d
treatme

American Journal of Respiratory and Critical Care Medicine
Volume 194 Number 1 | July 1 2016



Sepsis-3 Definitions Debate

o lIdeally, patients at risk for sepsis should be identified before organ
dysfunction is established to prevent organ injury from occurring.

2 Of
1. early initiation of appropriate antibiotics,
2. source control, and
3. supportive treatments (fluid resuscitation etc.)

American Journal of Respiratory and Critical Care Medicine
Volume 194 Number 1 | July 1 2016



Sepsis and septic shock are medical
emergencies and we recommend that
treatment and resuscitation begin
immediately.

Best Practice Statement




® —&eKIvd n xopnynon uypwyv Kai TrTapaAAnAa eicayeTal
UTTOKAEIdIOC KOK Kkai yiveTal yérpnon t1ng CVP 2 mmHg,
Kal To ScvO2 gival 52%. O1 TINEC CaKXAPOU aiyaToc gival
UECQA OTA PUOIOAOYIKQA ETTITTEDA.

2.UVEXICETAI N Xopnynaon uypwy, OTEAVOVTAI KAAANIEPYEIEC
QiJATOC KAl CEKIVA CUOTNMATIKN QVTIBIOTIKN Bepartreia Pe
KOapBaTTeveun.




Diagnosis

1. We recommend that appropriate routine
microbiologic cultures (including blood) be
obtained before starting antimicrobial therapy
in patients with suspected sepsis and septic
shock if doing so results in no substantial delay
in the start of antimicrobials. (BPS)

— Remarks: Appropriate routine microbiologic
cultures always include at least two sets of blood
cultures (aerobic and anaerobic).




e We recommend that administration of IV
antimicrobials be initiated as soon as possible
after recognition and within 1 h for both sepsis
and septic shock.

(strong recommendation, moderate quality of evidence).

e We recommend empiric broad-spectrum therapy
with one or more antimicrobials to cover all likely
pathogens.

(strong recommendation, moderate quality of evidence).




[0 TNV oWOoTA €TTIAOYN TNG KATAAANANG EUTTEIPIKAG
QVTIMIKPOBIOKNG AYWYNG Eival ATTAPAITATO VA YVWPICEIC TNV
TOTTIKA WIKPOPIAKN oIKoAoyia, aAAQ KAl TIC AVTOXEC TWV

MIKPOBIWV OTIC OIAPOPEC KATNYOPIEC AVTIBIOTIKWV.



Critical illness

w * E W
Hyperdynamic Altered fluid balance Mo organ dysfunction Renal or hepatic Organ support
Increased cardiac output 3 spacing or altered dysfunction, or both RRT, or ECMO, or both

protein binding, or both
Increased clearance Increased volume Unchanged volume of Increased volume of Increased volume of
of distribution distribution and clearance distribution and distribution and possible
decreased clearance increased clearance
b L k. k.
Decreased plasma Decreased plasma Normal plasma Increased plasma Increased or decreased
concentrations concentrations concentrations concentrations plasma concentrations

Figure 1 Pathophysiological changes commonly observed in critically ill patients and their effects on drug concentrations. Reproduced
with permission from Elsevier Limited [75]. ECMO, extracorporeal membrane oxygenation; RRT, renal replacement therapy.
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Dosing strategies of antimicrobials should be based on accepted
pharmacokinetic/pharmacodynamic principles

aggressive fluid resuscitation—> rapid expansion of extracellular volume—>

Increased volume of distribution—> suboptimal drug levels

fluoroquinolones,
aminoglycosides, vancomycin

® higher peak blood levels In
relation to pathogen MIC

® Once-daily dosing

® equivalent dose in impaired renal
function !!

® |oading dose of 25—-30 mg/kg
(based on actual body weight)—>
trough target of 15-20 mg/L

B-lactams

® |onger duration of plasma
concentration above the pathogen
MIC

® |oading dose (not affected by
alterations of renal function)/rapid
Infusion !!

®* T > MIC (60%-100%)/extended
iInfusion !!



® Tnv wpa tTou o0 acBevnc gpravel otnv MEO, £xel Aafer 3.51t
KOUOTAAAOEIOWYV DIOAUUATWY KOl Ol OPULEIC TOU £XOUV

mmeéoel omic 100, n apTnpiakn trieon €xel augnBei o 110/80
mmHg kai n CVP gival Twpa 9 mmHg.

The rule:

entilate (O2 administration)

nfuse (fluide resuscitation)

ump (administration of
vasoactive agents)




® Fluid therapy to improve microvascular blood flow and
Increase cardiac output is an essential part of the
treatment of patients with sepsis.

® Microvascular dysfunction can lead to global tissue
hypoxia, direct tissue damage, and ultimately, organ
fallure.

® Crystalloid solutions should be the first choice because
they are well tolerated and cheap. Albumin to correct
severe hypoalbuminemia may be reasonable in some pts.

N Engl J Med 2013;369:1726-34

Crit Care Med 2011;39:386-91



- We recommend crystalloids as the fluid of choice for
initial resuscitation and subsequent intravascular
volume replacement in patients with sepsis and septic
shock

(Strong recommendation, moderate quality of evidence).

- We suggest using albumin in addition to crystalloids
when patients require substantial amounts of
crystalloids

(weak recommendation, low quality of evidence).

- We recommend an initial target mean arterial pressure
of 65 mmHg in patients with septic shock requiring

vasopressors.
(Strong recommendation; moderate quality of evidence)




Hypotension is the most common indicator of inadequate perfusion...
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Figure 3. Kaplan—Meier Curves for Cumulative Survival.

Data for the survival analysis, which was performed in the intention-to treat
population, were censored at 90 days. There was no significant difference

in survival between the high-target group and the low-target group (P=0.57
at 28 days; P=0.74 at 50 days).

Mean Arterial Pressure (mm Hg)

Figure 2. Mean Arterial Pressure during the 5-Day Study Period.

SEPSISPAM trial demonstrated that targeting a mean arterial pressure of 80-85 mm Hg,
as compared with , In patients with septic shock undergoing resuscitation

did not result in significant differences in mortality at either 28 or 90 days



® Mapda Tnv cuvexICOMEVN avavnyn cuvoAika 5 litres
KpuoTaAAog1dwyv, 0 aoBevNc viveTal TaAXUKAPOOC cava UE
120 o@/min kai uttotaoiko¢ e All 80/50, n wplaia

dloupnon YECA TNV TTponyouuevn wpa gival oAic 30 ml.
H CVP twpa £xel au¢nbei oto 12, kai o Sa02 yeta amo
yoprniynon O2 pe paoka gival 93%. To ScvO2 gival 58%.




Sepsis-2 (2003) guidelines aimed to treat the early hypovolemic phase
of sepsis by providing appropriate high volume resuscitation (EGDT
described by Rivers in 2001), targeting:

® central venous pressure 8-12 mm Hg

® mean arterial pressure (MAP) >65 mm Hg
® urine output >0.5 mL/kg/h

® central venous (superior vena cava) or

® mixed venous oxygen saturation >70 or >65%

The basic concept: patients with severe sepsis and septic shock presenting to the emergency
department had a lower mortality rate, if they received a specific 6-h resuscitation bundle of EGDT



A systematic review and meta-analysis of early
goal-directed therapy for septic shock:
the ARISE, ProCESS and ProMISe Investigators

A Primary mortality outcome of each study

Study Events, Events, %

ID OR (95% ClI) EGDT control Weight

Rivers et al. (2001) —_— 0.52 (0.31,0.86) 38/130  59/133  10.40
Jones et al. (2010) 1.47 (0.82,2.60) 34/150 25150  4.87
ProCESS Investigators (2014) 1.17 (0.88, 1.55) 92/439  167/902 21.78

ARISE Investigators (2014) 0.98 (0.76, 1.26) 147/792 150/796  30.71

ProMISe Investigators (2015) 1.02 (0.80, 1.30) 184/623 181/620 32.23

Overall (l-squared = 56.7%, p = 0.055) 1.01 (0.88, 1.16) 495/2134 582/2601 100.00

Favours EGDT Favours control

Recent randomized controlled trials (ProCESS, ARISE, and ProMISe trials)
results have questioned River’s resuscitation protocol results demonstrating
that use of EGDT for patients presenting to the emergency department with

early septic shock did not reduce mortality compared with usual care.



Limitations of ProCESS, ARISE & .
The River’s work was useful....
ProMISe

* The overall management of e As it provided us a construct on how
sepsis has changed... to understand resuscitation:

— In all three studies patients had — Start early- (give ant.ibiotics)
early antibiotics, > 30ml/kg of — Correct hypovolaemia

intravenous fluid prior to — Restore perfusion pressure

randomization. — And in some cases a little more may be

required..!
e We need therefore to be very

careful about over interpreting
the results in areas where this
paradgim is not valid.

* These concepts are as important
today as they ever were.




We recommend that in the resuscitation from
sepsis-induced hypoperfusion, at least 30ml/kg
of intravenous crystalloid fluid be given within
the first 3 hours.

(Strong recommendation; low quality of evidence)

e We recommend that following initial fluid
resuscitation, additional fluids be guided by
frequent reassessment of hemodynamic status.

(Best Practice Statement)




e We suggest guiding resuscitation to normalize
lactate in patients with elevated lactate levels as

a marker of tissue hypoperfusion.
(Weak recommendation; low quality of evidence)

Lactate Guided Standard Risk Ratio Risk Ratio
Events Total Events Total Weight IV, Random, 95% Cl Year IV, Random, 95% ClI
20 58 30 67 010

Total (95% CI) 336 311 100.0% 0.67 [0.53, 0.84]
Total events 54 111
Heterogeneity: Tau?® = 0.00; Chi® = 1.14, df = 4 {P = 0.89); I = 0% o1 1

Test for overall effect; 2 = 2,51 (P = 0.0004) - Lagfate Cuided ECDT 10




O aoBevnc eival akopa algoduvauika aoTadng, xel xapnAo Sa02, kai
TTEQPAITEPW ETTIOEIVWONG TOU ETTITTEOOU OUVEIONONG.

©a yopnyouoaTe TTEPICOOTEPA UYPA EVOOPAERIWC?

[Toia Ba €ival n eTTOuEVN Kivnor cag?

crucial therapeutic dilemma...




Fluid administration should be discontinued when the
response to fluids is no longer beneficial....

Fluid overload
prolongs mechanical ventilation and

Increases the mortality of critically ill patients in general and, more specifically,
In patients with sepsis,

acute respiratory distress syndrome (ARDS),
Intra-abdominal hypertension and

acute kidney injury Crit Care Med. 2011:39: 25965,

aggravate lung and tissue oedema Crit Care. 2013;17:R246.

Crit Care Med. 2013;41:472-80.

Intensive Care Med. 2013;39:1190-206.



CVP (a static marker of cardiac preload)

® does not predict fluid responsiveness
IS a good marker of preload (not preload respon/ness) and
a key determinant of cardiac function

IS also one of the determinants of the pressure gradient for
organ perfusion (mean arterial pressure - CVP).

High CVP values, because they impair renal perfusion, are
associated with acute kidney injury

Monnet et al. Ann. Intensive Care (2016) 6:111




Monnet et al. Ann. Intensive Care (2016) 6.:111

Stroke
volume

Significant response )‘\

Mo response ‘I‘

Normal
ventricular systolic function

Poor
ventricular systolic function

Cardiac preload

- Preload challenge -

* Mechanical ventilation
= EEOQ test

= PLR test

= "Mini" fluid challenge

Fig. 1 Frank-5tarling relationship. The slope of the Frank-5tarling curve depends on the ventricular systolic function. Then, one given level of car-

diac preload does not help in predicting fluid responsiveness. By contrast, dynamic tests include a preload challenge (either spontaneous, induced
by mechanical ventilation or provoked, by passive leg raising, end-expiratory occlusion or fluid infusion). Observing the resulting effects on stroke

volume allows for the detection of preload responsiveness. EEQ end-expiratory occlusion, PLR passive leg raising

Are there Pragmatic end points for fluid resuscitation ?

« Objective—> (i.e.,on the plateau portion of the Frank—

Starling curve)

. recommend dynamic over static variables—> or induced by Mechanical

Ventilation or Passive Leg Raise Test



We recommend further hemodynamic assessment
(such as assessing cardiac function) to determine the
type of shock if the clinical examination does not lead
to a clear diagnosis.

(Best Practice Statement)

 We suggest that dynamic over static variables be

used to predict fluid responsiveness, where available.
(Weak recommendation; low quality of evidence)




AOYyw TNG TTITwonG Tou Sa02, TNC TTEPAITEPW ETTIOEIVWONG TOU ETTITTEOOU
ouveidnong, Kal TNG avaykng yia ouvexion TN avavnyng, o acBevig

—€eKIva vopadpevaAivn og 0oon (0.4 yag/kg/min). INpooTiBeTal KOAUIKIVN.
[MpoypapuarideTal ETTEiyouca agoVIKN ToOPoypagia KolAiag.

O aocOevng cival og TV 6 ml/kg, pe 12 cmH20 PEEP ka1 FiO2 0.6, ka1 Ta agépia
aiparog deixvouv éva Pa02 ota 70 mmHg, Sa02 95%. Ta epyaocTnpIakd:

H b 14 . O g/d I Arterial pressure variation during positive pressure ventilation without
spontaneous effort.

WBC 18 400
PLTs 140 000
Lactate 4.2 mmol/l

2.akxapo 335 mg/dl

PPV=7%
os TV 8 ml/kg, pAsBokoufBo
PLRT(-)

Kpearivivn 2.5 mg/dl

XoAgpuBpivn 1.2 mg/dl




Vasoactive agents

e We recommend norepinephrine as the first
choice vasopressor

(strong recommendation, moderate quality of evidence).

e We suggest adding either vasopressin (up to 0.03
U/min) or epinephrine to norepinephrine with
the intent of raising MAP to target, or adding
vasopressin (up to 0.03 U/min) to decrease
norepinephrine dosage.

(weak recommendation, low quality of evidence)




Antibiotics

e We suggest empiric combination therapy
(using at least two antibiotics of different
antimicrobial classes) aimed at the most
likely bacterial pathogen(s) for the initial
management of septic shock.

— (Weak recommendation; low quality of
evidence)




1. We suggest against using intravenous
hydrocortisone to treat septic shock patients
if adequate fluid resuscitation and
vasopressor therapy are able to restore

hemodynamic stability. If this is not
achievable, we suggest intravenous
hydrocortisone at a dose of 200 mg per day.

(Weak recommendation; low quality of evidence)




e We suggest using lower tidal volumes over
higher tidal volumes in adult patients with
sepsis-induced respiratory failure without
ARDS.

— (Weak recommendation; low quality of evidence)




Mechanical Ventilation

e We suggest using higher PEEP over lower PEEP
in adult patients with sepsis-induced moderate
to severe ARDS.

— Weak recommendation; moderate quality of
evidence

e We recommend using prone over supine
position in adult patients with sepsis-induced
ARDS and a PaO,/FIO, ratio <150.

— (Strong recommendation; moderate quality of
evidence)




® O aobevnc yeTaEPETAl OTO X/0, yia epeuvnTIKA AatrapoTopia (second look)
KAl aveupioKeTal dla@uy ATrd TNV avaoTouwaon, Kal d1axutn TTuwodng
mrepitoviTida (llyevng).

® [iveral eINeoaTOMIA, TTAUCIUO TNG TTEPITOVAIKNG KOIAOTNTAC KAl OUYKAEION TWV
KOIAIOKWYV TOIXWHATWV. AapBavovTal KaANEPYIEC DIEYXEIPNTIKA, TTPOTIUAMAI:

1ml uypou TouAQxIOoTOV

>1 gr 1oTOU

oXI £TTIPAVEIOKA swabs

OX! K/€G ATTO TTOPOXETEUCEIC HETA TO TTPWTO 24WPO

¢ AleyxeipnTikd Aappavel aAAa 6.5 It uypwyv, Kal vopadpevaAivn oTayonv.




Source Control

e We recommend that a specific anatomic
diagnosis of infection requiring emergent
source control be identified or excluded as
rapidly as possible in patients with sepsis or
septic shock, and that any required source
control intervention be implemented as soon
as medically and logistically practical after the
diagnosis is made.

(Best Practice Statement).




TIC ETTOEVEC 6 WPEC PETA TNV ETTIOTPOPN TOoU 0TV MEO,
® n dloupnon UEIWVETAL,

® n kpeartivivn aucaveral o€ 3.1 mg/dl, kai

® To alarm tou avamveuaTrpa xtutra yiati n PIP (kai n
pPlat) cival augnuévec.

® H yopnyoupevn d6on norepinephrine £xel augnBei 0.8
ug/kg/min, Kal o1 aigoduvauIKoi TTapaueTpol gival Al
80/50, opuceic 140, CVP 22 mmHg, kal ScvO2 62%.




[Tw¢ ecnyeital n emmdegivwon?
T1 TTpETTEl VA Vivel?
Oa ¢exkivouoarte CVVHDE?



Renal Replacement Therapy

We suggest against the use of renal
replacement therapy in patients with
sepsis and acute kidney injury for increase
in creatinine or oliguria without other
definitive indications for dialysis.

— (Weak recommendation; low quality of
evidence)




[Tw¢ ecnyeital n emodgivwon?
T1 TTPETTEl VA YIVEI?

® Mcow Tou Foley yivetal yETpnon TNG EVOOKOIAIOKNG TTiEONC OTA
42 mmHg (>20mmHg).

® O aoBevnc odnyeital ¢ava oTo X/o, yivetal diavolign TnG
XEIPOUPYIKNG TOUNG, TO KOIAIOKO TOIXWHA TTAPAMPEVEI AVOIKTO KAl
ToTTo0¢€TEITOI BOgota bag.




[Tw¢ ecnyeital n emodgivwon?
T1 TTPETTEl VA YIVEI?

To emropevo Tpwi TTapapeEvel o€ norepinephrine 0.3 pg/kg/min
® 10 ScVO2 cival Twpa 74%,

gival gg FiO2 0.5, ye PaO2 80mmHg

ol oucelc €ival102 kal

n Trieon €xel otaBepotroindei ota 110/74.

TPEIC MEPEC META YIVETAI CUYKAEION TOU XEIPOUPYIKOU
TPAUUATOC ME ETTITUXIA.




O aoBevn¢ TTapauEvel DIAOWANVWHEVOC KAl € ATTIQ KATAOTOAN YIA TIC
ETTOMEVEC 7 NUEPEC.

E¢akoAouBei va cival eutrupeToc ewc 38.5 °C.
Y1rooTtnpileTal atro XaunAr 000n VOPETTIVEPPIVNC.

2.TNV TTPOCTTABEIa a@UTTVIONG YIVETAI TAXUKAPDOC Kal TAXUTTVOIKOC.

ATTO TIC K/€C TOU Xelpoupyiou atropovwOnke E.coli ESBL(+), TTou
KOAUTITETAI ATTO TO TPEXWV AVTIBIOTIKO oxAua. ATTO TIC K/eC Twv BE
arropyovwveTal Acinetobacter b. euaicBnTto oTnVv KOAIOTIVI) GAAG QTTO
TNV a/a BwPAaAKOG OeV UTTAPXOUV EVOEIGEIG TTVEUNOVIAG TOU
QVATIVEUOTAPA.




[iveTal vEéa agovikr) Topoypagia KOIAIac TTou emRERAIWVEl TV
UTTapPCN EVOG JEYAAOU TTUEAIKOU ATTOOTAUATOC TO OTTOIO
TTAPOXETEVETAI UTTO KOBOOAYNON OTOV OLOVIKO.

24 WPEC META TNV TTAPOXETEUCT, O A0OEVNC BEATILWVETAL.

[1POOOEUTIKA (PEUYEI ATTO TA AYYEIOOUCTTACTIKA KAl
TTPOYPAMMATICETAI TPAXEIOCTOMIA. 2TAMATA N KOAMUKIVN.

TIC ETTOPEVEC NEPEC KIVNTOTTOIEI TOV TPITO XWPO MECTW TIC dloupnong
KOl BEATIWVEI BeapaTIKA TO €TTITTEOO OUVEIONONC.

O aoBevn¢ atroyaAakTieTal ATTO TOV PNXAVIKO AEPICUO Hia
efdoudada peta kai peuyel yia Tnv Movada Aucnuévng Ppovridac.




Antimicrobial Therapy
Antibiotic Stewardship

We recommend that empiric antimicrobial therapy be
narrowed once pathogen identification and sensitivities are
established and/or adequate clinical improvement is noted.
= (BPS)
We suggest that an antimicrobial treatment duration of 7-10
days is adequate for most serious infections associated with
sepsis and septic shock.
= (Weak recommendation; low quality of evidence)
We recommend daily assessment for de-escalation of
antimicrobial therapy in patients with sepsis and septic shock.
- (BPS)
We suggest that measurement of procalcitonin levels can be

used to support shortening the duration of antimicrobial
therapy in sepsis patients.

= (Weak recommendation; low quality of evidence)




Nutrition

e We recommend against the administration of
parenteral nutrition alone or in combination
with enteral feeds (but rather to initiate IV
glucose and advance enteral feeds as tolerated)
over the first 7 days in critically ill patients with
sepsis or septic shock in whom early enteral

feeding is not feasible.
(Strong recommendation; moderate quality of evidence).



Surviving Sepsis -+
Campaign

Updated Bundles in Response to New Evidence

TO BE COMPLETED WITHIN 3 HOURS OF TIME OF PRESENTATION*:

. Measure lactate level
. Obtain blood cultures prior to administration of antibiotics
. Administer broad spectrum antibiotics

. Administer 30ml/kg crystalloid for hypotension or lactate 24mmol/L

* “Time of presentation” is defined as the time of triage in the emergency department or, if presenting from another care
venue, from the earliest chart annotation consistent with all elements of severe sepsis or septic shock ascertained through
chart review.

TO BE COMPLETED WITHIN 6 HOURS OF TIME OF PRESENTATION:

. Apply vasopressors (for hypotension that does not respond to initial fluid resuscitation) to
maintain a mean arterial pressure (MAP) 265mmHg

. In the event of persistent hypotension after initial fluid administration (MAP < 65 mm Hg)
or if initial lactate was 24 mmol/L, re-assess volume status and tissue perfusion and
document findings according to Table 1.

. Re-measure lactate if initial lactate elevated.




DOCUMENT REASSESSMENT OF VOLUME STATUS AND TISSUE PERFUSION WITH:

EITHER
* Repeat focused exam (after initial fluid resuscitation) by licensed independent
practitioner including vital signs, cardiopulmonary, capillary refill, pulse, and skin
findings.

OR TWO OF THE FOLLOWING:
Measure CVP

Measure ScvO:2
Bedside cardiovascular ultrasound

Dynamic assessment of fluid responsiveness with passive leg raise or fluid challenge

Of note, the 6-hour bundle has been updated; the 3-hour SSC bundle is not affected.

While no suggestion of harm was indicated with use of a central line in any trial, and published
evidence shows significant mortality reduction using the original SSC bundles (5), the committee
has taken a prudent look at all current data and, despite weaknesses as in all studies, determined
the above bundles to be the appropriate approach at this time.
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