Makati Medical Center

Department of Internal Medicine

Clinical Pathway for Sepsis
	
	Ist 4 hours

	Assessment
	a. Obtain history

· Community vs. hospital-acquired infections 

· Prior or current medications 

· Recent manipulations or surgery 

· Underlying diseases –

· Travel history 

b. Physical examination 
Look for primary focus of infection

c. Quantify the extent of sepsis:

Systemic inflammatory response syndrome (SIRS): 2 or more of the ff:

· Temperature >38oC 

· Heart rate >90 beats/minute 

· Respiratory rate >20 breaths/minute

· White blood cell count >12,000 or <4,000 or >10% immature forms

Sepsis: SIRS plus a documented infection

Severe sepsis: Sepsis with organ dysfunction, hypoperfusion abnormalities (lactic acidosis, oliguria or acute alteration in mental status) & hypotension

Septic shock: Severe sepsis plus hypotension despite fluid resuscitation

Differential diagnosis – 

Causes of fever without an infective agent: myocardial infarction, pulmonary emobolism, gastrointestinal bleeds, inflammatory bowel disease, hematomas, thrombophlebitis



	
	

	Diagnostics
	Find and control the source of infection:

· CBC, platelet count, SGPT, BUN/creatinine, protime

· Cultures of blood (2x, 15 minutes apart), urine, & sputum should be obtained before antibiotics are administered. 

· Arterial blood gas

· Chest x-ray

· EKG

The following may be done as needed based on assessment:

· X-rays & CT of sinuses/head

· Ultrasound/ computerized tomography of the abdomen

· Transthoracic echocardiography / transesophageal echo.

· Lumbar puncture

· fibrinogen, d-dimer assay, platelet count, peripheral smear for schistocytes, prothrombin time, and partial thromboplastin time

· Serological tests for atypical organisms (Mycoplasma, Legionella)

· Cultures of pleural, peritoneal, and cerebrospinal fluid may be appropriate in some patients.

· Skin lesion aspirates or biopsy



	
	

	Medications
	· Fluid resuscitation with isotonic crystalloids (normal saline or Ringer’s lactate are used), or in combination with colloids.

· Dopamine up to 10 mic/kg/min

· Dobutamine

· Norepinephrine 

· Epinephrine 

· Start empiric antimicrobials - 

Respiratory: IV non-pseudomonal b-lactam w/ or w/o b-lactamase inhibitor + IV macrolide

Abdominal: B-lactam/B-lactamase inhibitor or carbapenem 

Urinary tract: Anti-pseudomonal B-lactam

Central nervous system: 3rd or 4th generation cephalosporin

Skin: Oxacillin 1 g IV q 4 hrs

Start activated Protein C if indicated -In patients with severe sepsis, an intravenous infusion of drotrecogin alfa activated at a dose of 24 µg per kilogram per hour for 96 hours is associated with a significant reduction in mortality  

Hydrocortisone 100 mg every 8 hours) in 41 patients with refractory shock (23) showed a significant  a significant improvement in hemodynamics and a trend toward improved survival rates

Routine use of sodium bicarbonate in lactic acidosis is not advocated. 



	
	

	Adjunctive Measures
	· Ensure that the airway is protected; if not intubate the patient.

· Indications for intubation and mechanical ventilation are: failure to protect the airway (altered mental status etc), failure to ventilate and failure to oxygenate. When in doubt, it is rarely wrong to intubate patients

· Administer oxygen and, if intubated, commence mechanical ventilation.

· Feed it to prevent villus atrophy and bacterial translocation

· Control of blood sugar Hyperglycemia is inevitable and there is good evidence that good control of blood sugar improves outcome in critical illness.

· Avoid hospital acquired injuries (DVT, line sepsis, pressure sores) 

· Other supportive issues – analgesia, sedation and psychospiritual welfare, control blood sugar, adrenal insufficiency.
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