
SEPSIS 



DEFINITION 

(1) a suspected infection 

(2) acute organ dysfunction
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CODE SEPSIS AND SEPSIS HUDDLE 

● Newer guidelines suggest the use of a sepsis code and a sepsis huddle 

protocol following a positive sepsis screening 

● Sepsis code is activated when 

 Suspected infection PLUS one or more of:

Hypotension (SBP <90 mmHg or MAP <65 mmHg) , Lactate ≥2 mmol/L 

(especially ≥4 mmol/L) , qSOFA ≥2 or evidence of organ dysfunction , 

Persistent tachycardia or tachypnea , Altered mental status

● Sepsis huddle is multidisciplinary team consisting of Physician ,Nurse , ICU 

team (if required), Pharmacist , Laboratory staff



SCREENING TOOL 

● In acutely ill hospitalized patients guidelines suggest the 

use of screening tools such as NEWS, NEWS2, MEWS or 

SIRS over qSOFA

● qSOFA has a sensitivity of 23%

● NEWS 2 is the best screening tool

● To be used every 4th hourly to assess the condition of the 

patient 





SEPSIS BUNDLE 

● Lactate 

● Blood cultures 

● Urine output 

● Antibiotics 

● Crystalloids 

● Vasopressors 



LACTATE 

● Lactate level should be calculated in the first hour itself 

● It is a marker of tissue hypoperfusion 

● >2mmol/L - hypoperfusion 

● >4mmol/L - shock 

● better predictor of severe sepsis and septic shock than white 

blood cell count, neutrophil count, and procalcitonin



BLOOD CULTURE 

● at least 2 sets of blood cultures should be drawn (aerobic & 

anaerobic). 

● Blood cultures should be drawn from 2 separate peripheral sites 

● if the patient has an indwelling central catheter that is suspected 

to be infected, cultures should be performed through each 

lumen of the catheter, in addition to the peripheral site.

● blood cultures should be obtained prior to the initiation of 

antibiotics



INFECTION 

● Septic shock or sepsis - antibiotics within 1hr

● Possible sepsis - within 3hrs

● If there is a delay in transfer of patient for more than 1hour 

antibiotics should be administered in ambulance 

● Anatomical or source diagnosis within 6 hrs















ANTIFUNGALS IN SEPSIS
● Empirical antifungal should not be given in patient with low risk of fungal infection 

● When to consider 

● Candidal biomarkers should not be used to guide neither initiation nor deescalation of 

antifungal therapy 



FLUID RESUSCITATION 

● Initial target 30ml/kg in 3hrs (should be individualised)

● Reassessment should be done after each bolus dose 

● Maintenance fluid , if oral intake is poor - 1-1.5ml/kg/hr 

● Reassess after every bolus dose 



● Dynamic measures to guide fluid resuscitation over static and physical 

measures. 

       1. Stroke volume 

2. Stroke volume variation 

3. Pulse pressure 

4. Pulse pressure variation 

● Serial lactate measures can be used to guide fluid resuscitation in 

patients with septic shock 

● Capillary refill time can also be used in septic shock 



END POINT OF RESUSCITATION 

Stop fluids when any of the 3 met : 

1. CVP - 8-12mmHg

2. IVC collapse with <50% with breathing 

3. Passive leg raise = no BP increase 



PREFERRED FLUIDS

● Bp monitoring - either invasive or non invasive 

● Fluid - balanced crystalloids > normal saline 

           Balanced crystalloids > balanced crystalloids with albumin 

● Albumin can be considered in patients who has already received large 

amount of crystalloids 

● Avoid starch and gelatin

● Fluid resuscitation after initial bolus of 30ml/kg , should be 

personalized according to the patient factors 



● In septic shock - norepinephrine > dopamine / epinephrine / selepressin 

● Terlipressin is not recommended for septic shock patients 

● If norepinephrine cannot maintain adequate MAP add vasopressin 

● Add epinephrine next 

● In patients with concomitant cardiac dysfunction use norepinephrine or epinephrine as first line agents 

● Even in sepsis patients with cardiac dysfunction newer guidelines suggest against the use of levosimendan 



Respiratory support 

● Measurement of oxygenation : ABG > Pulsoximeter 

● Target SpO2 - 90% - 96%

● Sepsis patient with acute hypoxemic respiratory failure HFNC preferred over 

NIPPV 

● Awake proning - non intubated patients

● Sepsis with ARDS

     Tidal volume - 6ml/kg (low TV)

     PEEP - High

     Plateau pressure of 30cmH2O

     Prone ventilation> 12hrs



ADJUNCTIVE THERAPIES 

● Corticosteroids are used in pressor refractory shock - 

>4hrs

● Hydrocortisone 200mg/day 

● Not used in sepsis 

● ADRENAL or APROCCHSS TRIAL

● Not recommended 

               VIT C / ivig / hemoperfusion/ PLEx / VIT D 



STRESS ULCER PROPHYLAXIS 

● Prophylaxis should be given for patients high risk of GI bleeding 

● High risk factors 

1. Coagulopathy 

2. Cirrhosis / CLD 

3. Shock         

● Mechanical ventilation alone  is not considered as a major risk 

factor for gi bleeding 

● Other factors include : AKI / Uremia / TBI / high dose 

corticosteroids 



NUTRITION IN SEPSIS 

● Early initiation of enteral nutrition within 72hrs 

● NG / OG Tube is the preferred mode 

● Post pyloric feeding is considered if high risk of 

aspiration 

● Calorie : 25-30Kcal/kg/day 

● Protein  : 1.2-2g/kg/day 



GLYCEMIC CONTROL 

● Blood glucose should be maintained in between 140-180mg/dl 

●  According to NICE - SUGAR trial : a tight glycemic control will 

increase the mortality 

● Use insulin if glucose >180mg/dl 

● Avoid hypoglycaemia <70

● Loose control is better than tight control 

●



ANEMIA 

● No routine transfusion is indicated if Hb >7g/dl

● Transfuse symptomatic anemia 

● REALITY Trial 




