
◼ The key pathophysiological changes of sepsis and 

how these combine to produce multiorgan failure.
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◼ Source of infection of septic patients admitted to ICUs worldwide: 

the lungs (64%), 

abdomen (20%), 

bloodstream (15%), 

urinary tract (14%)

◼ Isolated organisms :

62% were gram-negative bacteria

47% were gram-positive bacteria, 

19% were fungi.

Vincent JL, et al. International study of  prevalence and outcome 

of  infection in intensive care unit. JAMA 2009;302(21):2323-9



◼ The Surviving Sepsis Campaign Bundle: 2018 update



◼ Sepsis is life-threatening organ dysfunction caused by a 

dysregulated host response to infection. 

◼ Sepsis and septic shock are major healthcare problems, impacting 

millions of people around the world each year and killing between 

one in three and one in six of those it affects.

◼ Early identification and appropriate management in the initial 

hours after the development of sepsis improve outcomes.



Screening and early treatment
◼ Sepsis performance improvement programmes generally consist 

of sepsis screening, education, measurement of sepsis bundle 

performance, patient outcomes, and actions for identifed

opportunities.  

◼ Perform improvement programme, Sepsis screening, SOP



Tools are used for sepsis screening

◼ Systemic Infammatory Response Syndrome (SIRS) criteria, 

◼ Quick Sequential Organ Failure Score (qSOFA) 

◼ Sequential Organ Failure Assessment (SOFA) criteria, 

◼ National Early Warning Score (NEWS), 

◼ Modifed Early Warning Score (MEWS) 



Screening tool

◼ SIRS

◼ NEWS

◼ MEWS

◼ Against 

qSOFA



◼ Resuscitation 

immediately

◼ 30 mL/kg IV 

Crystalloid, within 

3H



Dynamic 

parameters

◼ PLR

◼ SV

◼ SVV

◼ PPV

◼ Serum Lactate

◼ CRT



◼ MAP of 65 mmHg

◼ Admitting ICU within 

6H



Infection

◼ Early administration of appropriate antimicrobials is one of the 

most effective interventions to reduce mortality in patients with 

sepsis. 

◼ Delivering antimicrobials to patients with sepsis or septic shock 

should therefore be treated as an emergency.



◼ CHEST 2019; 155(5):938-946



◼ Among 10,811 eligible patients, median door-to-antibiotic time was 166 

min, and 1-year mortality was 19%. 

◼ Each additional hour from ED arrival to antibiotic initiation was associated 

with a 10% increased odds of 1-year mortality. The association remained 

linear when each 1-h interval of door-to-antibiotic time was independently 

compared with door-to-antibiotic time <1 h and was similar for hospital, 

30-day, and 90-day mortality. 

◼ Mortality at 1 year was higher when door-to-antibiotic times were > 3 h vs 

> 3 h but not > 1 h vs < 1 h (adjusted OR, 1.26; 95% CI, 0.98-1.62).

◼ CONCLUSIONS: Delays in ED antibiotic initiation time are associated 

with clinically important increases in long-term, risk-adjusted sepsis 

mortality.



◼ Continuously 

reevaluating, 

searching Dx.



◼ Septic shock 

Antimicrobial within 

1H

◼ Rapid assessment 

infectious

◼ Sepsis without 

shock Antimicrobial 

within 3H







◼ MDR; 2 antimicrob

◼ Low risk MDR 

against 2 am

◼ Against double gram 

negative once 

causative pathogen 

and susceptibilities 

are known







Source control

◼ Appropriate is a key principle in the management 

of sepsis and septic shock. 

◼ Source control may include drainage of an abscess, debriding 

infected necrotic tissue, removal of a potentially infected device, 

or definitive control of a source of ongoing microbial 

contamination.

◼ Source control should be achieved as soon as possible following 

initial resuscitation.



◼ Emergent source 

control

◼ Removal of iv 

access possible 

source of sepsis



◼ Daily ass for de-escalation  over fixed duration tx



◼ Shorter duration 

am tx

◼ Optimal tx

unclear using 

procalcitonin

AND clin

evaluation to 

discontinue am





VAP, RISK MDR



The VAP bundle

1. Elevation of the head of the bed (HOB) 

2. Daily sedation vacations and assessment of readiness to extubate

3. Peptic ulcer disease prophylaxis    

4. Deep vein thrombosis (DVT) prophylaxis    

5. Daily oral care with chlorhexidine (added in 2010) 
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Initial Empiric Therapy (Doses)

Antipseudomonal
cephalosporin

◼ Cefepime – 1-2 g Q8-12h

◼ Ceftazidime – 2g Q8h

Carbapenem

◼ Imipenem – 500 mg Q6h or 
1g Q8h

◼ Meropenem – 1g Q8h

-lactam/inhibitor

◼ Pip/tazo – 4.5g Q6h

Antipseudomonal FQ

◼ Levofloxacin – 750 mg Q24h

◼ Ciprofloxacin – 400 mg Q8h

Aminoglycoside

◼ Gentamicin – 7 mg/kg Q24h

◼ Tobramycin – 7 mg/kg Q24h

◼ Amikacin – 20mg/kg Q24h

ORSA Coverage

◼ Vancomycin – 15mg/kg Q24h

◼ Linezolid – 600 mg Q12h



Summary

◼ Sepsis and septic shock are major healthcare problems.

◼ It requires prompt recognition, appropriate antibiotics, careful 

hemodynamic support, and control of the source of infection.

◼ Early identification and appropriate management in the initial 

hours after the development of sepsis improve outcomes.


