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WHICH IS BETTER?

Severity assessment tools for predicting mortality
in hospitalised patients with community-acquired
pneumenia. Systematic review and meta-analysis = 98.2% (97.8—98.5%) 38.8% (38.4—39.2%]

mers.' A : Pakmw Manck : 91.4% (90.8—92.1%) 49.5% (49.2—49.9%)
63.2% (62.1—64.3%) 83.6% (83.4—83.9%)

Sensitivity Specificity

CURB65
=1 98.6% (97.6—99.2%) 26.5% (26.5—27.4%)
89.1% (87.1-90.8) 52.2% (51.3—53.1%)

62.0% (59.3—64.6%) 80.8% (80.2—81.4%

29.0% (26.3—31.8%) 95.3% (95.0—95.7%)

94.4% (94.2—94 6%) 38.3% (38.1—38.5%)
72.7% (69.3—76.0%) 70.8% (69.8—71.8%)
29.1% (28.8—29.5%) 90.9% (90.8-91.0%)

Thorax 2010;65:878e883. Thorax 2010;65:878e883.

Observed Predicted
mortality mortality RR (95% CI)

0.75% 0.3% 224 (1.27 to 3.96)
1.6% 0.4% 364 (272 10 4.87)
8.9% 9.3% 0.91(0.79 to 1.06)
28.2% 21% 099(0.88 to 1.11)

sensitivity

0-1 20% 1.2% 163 (1.11 to 240)
8.3% 9% 095(0.74 10 1.21)
3-5 22.3% 226% 1.03 (0.84 to 1.25)
CRBES
0 2.3% 0.9% 1.15 (0.45 to 2.94)
1-2 13.3% 8.1% 1.13 (083 to 155) . CRBES
34 34.4% 31.2% 1.06 (0.91 t0 1.23)

PSI, Pneumonia Severity Index
Lspecificity

Scheme 1. Diagnostic criteria for sepsis

Infiction, documented or suspected, and some of the following:
General variables
F' 8.3°C)

CONCLUSION

Hypothermia (core temperature <36°C)

Heart rate 00 min™" or >2 50 above the normal value for age
Tachypnea

Altered mental status

Significant edema or positive fluid balance (20 mLikg over 24 hrs)

Leukopenia (WBC count <4000 pL ")
overall test performance between PSI,
- - Plasma C-reactive protein =2 sn above the normal value
CURB65 and CRB65 for predicting 2
- - . Arterial hypotension (SBP <80 mm Hg; MAP <70 mm Hg; or an SBP decrease 40 mm Hg
mortality from community-acquired s ox <2 o belw e o o5
. Organ dysfunction variables
Art | hypoxes Paoa/Fio* <300)
pneumonla. Acute oliguia (urine output <0.5 m1/Kg hr or 45 mmolL. fo at lesst 2 hrs, despte adequate
Coagulation abnormalities (INR =15 or a PTT =60 secs)
lleus (absent bowel sounds)
Thrombocytopenia (platelet count, <<100,000 pL ")
Hyperbilirubinemia (plasma total bilirubin >4 mg/dL or 70 pmol/L}
Decreased capillary refill or mottling
Diagnostic criteria for sepsis in the pediatric population are signs and symptoms of inflammation
plus infection with hyper- or hypothermia (rectal temperature >38.5°C or <35°C),
tachycardia (may be absent in hypothermic patients), and at least one of the following

H H H H Hyperglycemia (plasma glucose 140 mg/dL VL) in the absence of diabetes
e There were no 3|gn|flcant differences in o bpertvcemia (pusm glucoe mgAlL or 7.7 mmelL) in the absence of diabete
Plasma procalcitonin 2 S above the normal value
fluid resuscitation)
Tissue perfusion variables
indications of altered organ function: altered mental status, hypoxemia, increased serum

Leukocytosis (WBC count =12,000 pL™")
Hemodynamic variables
Creatinine increase 0.5 mg/dL or 44.2 pmol/L
Hyperlactatemia (= upper limit of lab normal)
lactate level, or bounding pulses.




Scheme 2.

Severe sepsis — sepsis-induced tissue hypoperfusion or organ dysfunction {any of the following
thought to be due to the infection)
Sepsis-induced hypotension
Lactate greater than the upper limits of normal laboratory results
Urine output 'kg hr for =2 hrs, despite adequate fluid resuscitation
ALI with Pa 50 in the absence of pneumonia as infection source
ALI with Pa 00 in the presence of pneumonia as infection source
Creatinine (176.8 wmol/L)}
Bilirubin =2 L)
Platelet count <

SEPSIS MANAGEMENT
BUNDLE(in 24 hrs)

Efforts to accomplish these goals should begin immediately, but these items may be completed within 24

hours of presentation for patients with severe sepsis or septic shock.

. Administer low-dose steroids for septic shock in accordance with a standardized ICU policy. If not
administered, document why the patient did not qualify for low-dose steroids based upon the
standardized protocol.

. Administer drotrecogin alfa (activated) in accordance with a standardized ICU policy. If not
administered, document why the patient did not qualify for drotrecogin alfa (activated).

. Maintain glucose control > 70, but < 150 mg/d|

. Maintain a median inspiratory plateau pressure (IPP)* < 30 cm H20 for mechanically ventilated

patients
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http://www.survivingsepsis.com/implement/bundles

SEPSIS RESUSCITATION

BUNDLE(in 6 hrs)

The goal Is {o perform all indicated tasks 100%of the time within the first 6 hours of identification of
severe sepsis.
The tasks are:
1. Measure serum lactate
2. Obtain blood cultures prior to antibiotic administration
3. Administer broad-spectrum antibiotic, within 3 hrs of ED admission and within 1 hour of non-£D
admission
4. In the event of hypotension and/or a serum lactate > 4 mmol/L
a. Deliver an initial minimum of 20 mi/kg of crystalloid or an equivalent
b. Apply vasopressors for hypotension not responding to initial fluid resuscitation to maintain
mean arterial pressure (MAP) > 65 mm Hg
5. In me“ eLvent of persistent hypotension despite fluid resuscitation (septic shock) and/or lactate > 4
mmol/
a. Achieve a central venous pressure (CVP) of > 8 mm Hg
b. Achieve a central venous oxygen saturation (Scv02) » 70 % or mixed venous oxygen
saturation (Sv02) > 65 %

http://www.survivingsepsis.com/implement/bundles
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