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Diagnostic Uncertainty 
Is the patient infected? 
If so…. 
ü  Is the patient resuscitated? 
ü What is the syndrome? 
ü  Is the source controlled? 
ü What bug juice is appropriate now? 
ü What bug juice will be appropriate in the coming days? 
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Sepsis 2: “So, your patient is septic… what next?” 



Singer JAMA 2016 



Mimics	  of	  Sepsis	  
Acute	  myocardial	  infarcCon	  
Acute	  pancreaCCs	  
Acute	  adrenal	  insufficiency	  
Acute	  gastrointesCnal	  hemorrhage	  
Acute	  pulmonary	  embolus	  
Fat	  emboli	  syndrome	  
Overzealous	  diuresis	  
Transfusion	  reacCons	  
Adverse	  drug	  reacCons	  
Procedure-‐related	  transient	  bacteremia	  
AmnioCc	  fluid	  embolism	  

Not	  all	  that	  looks	  like	  
sepsis	  is	  actually	  sepsis	  

Unfortunately,	  you	  need	  
to	  act	  before	  diagnosis	  is	  

confirmed!	  

Cuhna	  BA,	  Crit	  Care	  Clin	  1998;	  14:1	  



Marshall	  JC	  1995	  

Abx	  alone	  may	  not	  do	  it!	  
Source	  control	  is	  key!	  



Immediate Actions – Severe Sepsis 

•  Time Zero = meets SEPSIS criteria 
•  ED, acute care, ICU 
•  Early recognition is critical, hence the push 

•  Resuscitation bundles 
•  3 and 6 hours bundles 
•  Key elements are antibiotics and resuscitation 

(EGDT) 



Immediate Actions – Severe Sepsis 

Within 3 hours of presentation* 
 
1. Measure lactate level 
2. Obtain blood cultures prior to administration of 
antibiotics 
3. Administer broad spectrum antibiotics 
4. Administer 30ml/kg crystalloid for hypotension or lactate 
≥4mmol/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. 

Please	  do	  not	  delay	  
abx	  while	  awaiCng	  

cx	  draw!	  



Immediate Actions – Severe Sepsis 

Within 6 hours of presentation 
 

1. Apply vasopressors (for hypotension that does not 
respond to initial fluid resuscitation) to maintain a mean 
arterial pressure (MAP) ≥65mmHg 
2. In the event of persistent hypotension after initial fluid 
administration (MAP < 65 mm Hg) or if initial lactate was 
≥4 mmol/L, re-assess volume status and tissue perfusion 
and document findings according to Table 1. 
3. Re-measure lactate if initial lactate elevated. 

 



Immediate Actions – Severe Sepsis 

Table 1 (assessing resuscitation) 
 
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 ScvO2 
• Bedside cardiovascular ultrasound 
• Dynamic assessment of fluid responsiveness with 
passive leg raise or fluid challenge 

Invasive	  
monitoring	  
not	  required!	  



Controversy – Monitoring 

Invasive monitoring… should we? 
 
•  In some cases, sure….  
•  Three negative studies (ProCESS, ARISE, ProMISe) 

showed no benefit to routine use of invasive central 
perfusion monitoring. 

•  SSC: “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, 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.” 

 



No Controversy – Resuscitate! 

Sepsis… not just bug juice 
 
•  Crystalloid first 
•  Pressors next, if no response 
•  Determine the source & deal with it 
•  All of this is enables good stewardship! If BP looks 

bad, we assume the infection is not appropriately 
covered, and broad spectrum empirics are 
continued. 

 



Antibiotics – Choice Matters 

If source not clear, treat broadly 

•  Most patients should receive Vancomycin (gram +) 

•  Cover Pseudomonas if likely (indwelling foley, 
bronchiectasis, diabetic foot): Ceftazidime 

•  Cover anaerobes if likely (intraabdominal, cavitary 
lung abscess): add Metro vs replace ceftaz with   
Pip-Tazo 

 

Many will end up on Vanco + Pip-Tazo 



Antibiotics – What’s Best? 

IT DEPENDS… 
 

•  Careful H&P essential… therapy should be guided 
against the correct infection if possible.  

No	  single	  
regimen	  
covers	  all	  
infecCons	  

All	  of	  our	  order	  sets	  
meet	  criteria	  for	  
“broad	  spectrum”	  



De-Escalation – Really Necessary? 

Targeted therapy better for pt, 
and better for everyone 
 
•  Pip-Tazo not necessary for CAP with S. 

pneumoniae 
•  Ceftriaxone not necessary for legionella 
•  Imipenem not necessary for cipro-

susceptible E.coli pyelonephritis 
•  Etc, etc…. 

 



De-Escalation – Really Necessary? 

Targeted therapy better for pt, 
and better for everyone 
 
•  Daily review: can we de-escalate? 
•  Be ready for the old chestnut: “I don’t want 

to change, she’s getting better” 



Conclusions 

Sepsis 2: “Beyond Antibiotics” 

Early Goal-Directed Therapy 
Remains the Law of the Land 
Time of the Essence 
ü Resuscitate (fluids, pressors) 
ü  Identify the syndrome 
ü Control the source 
ü Obtain cultures 
ü  Start abx 
ü Re-Examine choice at least daily, and 

de-escalate PRN 
Paul	  PoFnger	  MD	  
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Case Discussions 



This presentation is intended for educational use only, and does not in any way constitute medical  
consultation or advice related to any specific patient. 

Thank	  you!	  
See	  you	  next	  week!	  
Tuesday	  April	  18,	  2017	  



Empiric Abx: CAP 

22	  

Pitfall: 
 
 

Pearls: 
 
 



Empiric Abx: HCAP 
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Pitfall: 
 
 

Pearls: 
 
 



Empiric Abx: UTI 
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Pitfall: 
 
 



Empiric Abx: UTI 
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Pearls: 
•  ABU≠CAUTI 
•  Bladder Bundle! 
 
 



Empiric Abx: Belly 
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Pearls: 
•  No double-anaerobic 

coverage 
•  Short course post-appy 
 
 



Empiric Abx: Skin 
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Pearls: 
•  Cellulitis = Strep 

(beta lactam) 
•  Pus = S.aureus 

(I&D) 
 



Empiric Abx: CNS 
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Pearls: 
•  A true emergency 
•  Do not delay abx 

for LP or CT 
 


