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CELEBCRITIES

Hugh Hefner (E.coli - died)

Lily Rose Depp (daughter of Johnny Depp E. coli)

Christopher Reeve (infected wood - died of anaphylactic shock)

Mother Theresa (infected pacemaker line, survived)

Chris Young (singer)

Socrates (Brazilian soccer player (captain) - died. Intestinal Infection of perforated bowel)

Prince Ranier of Monaco ( died)

Leslie Nielson (Pneumonia - died)

Pope John-Paul II (UTI - died)
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Operationalization of Clinical Criteria Identifying Patients With Sepsis and Septic Shock
The baseline Sequential [Sepsis-related] Organ Failure Assessment (SOFA) score should be assumed to be zero unless the patient is known to have 
preexisting (acute or chronic) organ dysfunction before the onset of infection.  qSOFA indicates quick SOFA; MAP, mean arterial pressure.



Sequential [Sepsis-Related] Organ Failure Assessment Score
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Kaplan Meier Curves for Cumulative Survival.
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High versus low bloodpressure target in patients with septic shock. 
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BLOOD PRODUCTS

1. We recommend that RBC transfusion occur only when hemoglobin concentration 

decreases to < 7.0 g/dL in adults in the absence of extenuating circumstances, such as 

myocardial ischemia, severe hypoxemia, or acute hemorrhage (strong recommendation, 

high quality of evidence).

2. We recommend against the use of erythropoietin for treatment of anemia associated 

with sepsis (strong recommendation, moderate quality of evidence).

3. We suggest against the use of fresh frozen plasma to correct clotting abnormalities in 

the absence of bleeding or planned invasive procedures (weak recommendation, very 

low quality of evidence).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016. 

Intensive Care Med 2017; 43(3): 304 377.



BLOOD PRODUCTS

1. We suggest prophylactic platelet transfusion when counts are < 10,000 l in the 

absence of apparent bleeding, and when counts are < 20,000/ l if the patient has a 

significant risk of bleeding. 

l) are advised for active bleeding, surgery or invasive 

procedures (weak recommendation, very low quality of evidence).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016. 

Intensive Care Med 2017; 43(3): 304 377.



CORTICOSTEROIDS

1. We suggest against using IV 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 IV hydrocortisone at a dose of 200 mg 

per day (weak recommendation, low quality of evidence).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016.

Intensive Care Med 2017; 43(3): 304 377.



VENOUS THROMBOEMBOLISM PROPHYLAXIS

1. We recommend pharmacologic prophylaxis [unfractionated heparin (UFH) or low-molecular-

weight heparin (LMWH)] against venous thromboembolism (VTE) in the absence of 

contraindications to the use of these agents (strong recommendation, moderate quality of 

evidence).

2. We recommend LMWH rather than UFH for VTE prophylaxis in the absence of contraindications 

to the use of LMWH (strong recommendation, moderate quality of evidence).

3. We suggest combination pharmacologic VTE prophylaxis and mechanical prophylaxis, whenever 

possible (weak recommendation, low quality of evidence).

4. We suggest mechanical VTE prophylaxis when pharmacologic VTE is contraindicated (weak 

recommendation, low quality of evidence).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016. 

Intensive Care Med 2017; 43(3): 304 377



STRESS ULCER PROPHYLAXIS

1. We recommend that stress ulcer prophylaxis be given to patients with sepsis or septic 

shock who have risk factors for gastrointestinal (GI) bleeding (strong recommendation, 

low quality of evidence).

2. We suggest using either proton pump inhibitors (PPIs) or histamine-2 receptor 

antagonists (H2RAs) when stress ulcer prophylaxis is indicated (weak recommendation, 

low quality of evidence).

3. We recommend against stress ulcer prophylaxis in patients without risk factors for GI 

bleeding (BPS).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016. 

Intensive Care Med 2017; 43(3): 304 377



NUTRITION

1. We recommend against the administration of early parenteral nutrition alone or parenteral nutrition in

combination with enteral feedings (but rather initiate early enteral nutrition) in critically ill patients with

sepsis or septic shock who can be fed enterally (strong recommendation, moderate quality of evidence).

2. 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 for whom early enteral feeding is not feasible (strong

recommendation, moderate quality of evidence).

3. We suggest the early initiation of enteral feeding rather than a complete fast or only IV glucose in critically

ill patients with sepsis or septic shock who can be fed enterally (weak recommendation, low quality of

evidence).

4. We suggest either early trophic/hypocaloric or early full enteral feeding in critically ill patients with sepsis or

septic shock; if trophic/hypocaloric feeding is the initial strategy, then feeds should be advanced according

to patient tolerance (weak recommendation, moderate quality of evidence).

Rhodes A, Evans LE, Alhazzani W, et al. 
Surviving sepsis campaign: international guidelines for management of sepsis and septic shock: 2016. 

Intensive Care Med 2017; 43(3): 304 377



ake

No longer use SIRS

Check q-SOFA when suspecting infection

If q- SOFA positive then escalate care

Septic Shock:

- Lactate > 2 mmol/L

-

- No hypovolemia present.




