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SON DAKIKA

'Nejat Isler'in hastaligi kanserden
daha fazla can aliyor am...




Sepsis; en sik karsilasilan hastalik.
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Inpatient care for septicemia or sepsis: A challenge for patients and
hospitals. NCHS data brief, no 62. Hyattsville, MD: National Center for
Health Statistics. 2011



Sepsis

Viicudun enfeksiyona karsi gelistirdigi kontrolstiz yanit 1le
doku ve organlarina zarar vermeye baslamasidir.

Her septik hasta siirece farkli tepkiler verebilmektedir.
Gercek bir tibbi acil
Halk saglig1 sorunu

Her yil diinyada 30 milyondan fazla kiside sepsis
gelisebilmekte ve 8 milyon kisinin 6liimiine neden olmaktadir.

Mortalite %15-60
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Global Sepsis Alliance (GSA)

GSA, sepsis ile ilgili, sepsisin tani/bakim/tedavisini listlenmis,
kar amaci giitmeyen organizasyonlar tarafindan kurulan goniillii
bir kurulus

World Sepsis Day, Global Sepsis Alliance (GSA)’nin bir girisimi

2012 yilindan itibaren her y1l 13 Eyliil Diinya Sepsis Giinii’nde
y1l boyunca siirdiirdiigli faaliyetler1 en iist seviyeye ¢ikarmak

Amaci; toplumun, saglik calisanlarinin, hastalarin, ailelerin
egitilerek sepsisin tibbi acil bir durum olduguna dair farkindalik
yaratmak

Sepsis kaynakli 6liimleri en aza indirmek ve sepsiste hayatta
kalma olasiliginin tiim hasta gruplari i¢in diinyanin tamaminda
artirtlmasi hedeflenmektedir.



* SIRS: Konaga
hasar veren

tetikleyici bir olaya

bagh olarak

aktiflesen anormal,
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 Lokosit sayisi
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» Organ
disfonksiyonu
ile
* Sivi tedavisine
cevapsiz
hipotansiyon




SEPSIS ICIN TANISAL KRITERLER
Tespit edilmis / Siipheli bir infeksiyon ile birlikte;

Genel Belirtegler

Ates (> 38,3°C)

Hipotermi (Santral 1s1 < 36°C)

Nabiz > 90/dk

Takipne

Suur degisikligi

Belirgin 6dem veya pozitif sivi dengesi (> 20
mL/kg 24 saatin uzerinde)

Hiperglisemi (Plazma glukozu > 140 mg/dL)
diyabet yoklugunda

Organ Disfonksiyonu Belirtegleri
Arteriyel hipoksemi (PaO, / FiO,<300)
Akut oliguri (<0.5 mL/kg/h)

Kreatinin artig1 >0.5 mg/dL

Koagulasyon anormalligi INR >1.5-aPTT>60

lleus
Trombositopeni < 100,000

Hiperbiluribinemi (Total bilirubin > 4 mg/dL)

inflamatuvar Belirtegler

Lokositoz (BK>12.000)

Lokopeni (BK<4.000)

%10'dan fazla immatur form (Normal BK)
Yuksek CRP

Yuiksek prokalsitonin

Hemodinamik Belirtegler

Arteriyel hipotansiyon (SKB<90 mmHg,
OAB<70 mmHg, SKB'da 40 mmHg'dan fazla
azalma)

Doku Perflizyon Belirtegleri
Hiperlaktatemi
Kapiller dolumda azalma



Agir Sepsis

Sepsis ile 1lgili doku hipoperfiizyonu veya organ disfonksiyonu

» Sepsise bagh hipotansiyon
 Laktat yiiksekligi
e Idrar cikis1<0.5 mL/kg/h
(Yeterli s1v1 resiisitasyonuna ragmen 2 h’ten fazla)
« Akut akciger hasari
— Pnomoni yoklugunda PaO2/FI02<250
— Pnomoni varhiginda ~ PaO2/F102<200
« Kreatinin >2.0 mg/d|
 Bilirubin >2.0 mg/dl
» Trombositopeni<100.000
« Koagulopati (INR<1.5)

Crit Care Med; 2003;31(4):1250-6



Septik Sok

Yeterli s1v1 resiisitasyonuna ragmen hipotansiyon

« Sepsis-Hipotansiyon

»SKB<90 mmHg
veya
»OAB<70 mmHg
veya
»SKB>40 mmHg’dan fazla azalmasidir.



Tedavi

Sepsise yaklagim multidisipliner olmal:

Miimkiinse yogun bakim iinitelerinde izlenmeli

Yogun bir tedavi ve takip protokolii uygulanmali
Sepsis tedavisi dort baslik altinda incelenebilir:

1.
2.

Hizla hastay1 stabil duruma getirmek

Hizla kandaki mikroorganizmalar1 temizlemek
(antibiyoterapi)

Enfeksiyon kaynaginin kontrolu
Destek tedavisi



EARLY GOAL-DIRECTED THERAPY IN THE
TREATMENT OF SEVERE SEPSIS AND SEPTIC

SHOCK
Riverse E. Eng j med 2001;345:1368-77

e NEW ENGLAND
JOURNAL of MEDICINE
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ORIGINAL ARTICLE

Early Goal-Directed Therapy in the Treatment of Severe Sepsis
and Septic Shock

Emanuel Rivers, M.D., M.P.H., Bryant Nguyen, M.D., Suzanne Havstad, M.A., Julie Ressler, B.S., Alexandria Muzzin, B.5.,
Bernhard Knoblich, M.D., Edward Peterson, Ph.D., and Michael Tomlanovich, M.D. for the Early Goal-Directed Therapy
Collaborative Group

M Engl J Med 2001, 345:1368-1377 | November &, 2001 | DOI: 10.1056/MEJ Moal 10307



EARLY GOAL-DIRECTED THERAPY IN THE
TREATMENT OF SEVERE SEPSIS AND SEPTIC

SHOCK
Riverse E. Eng ] med 2001;345:1368-77

EGDT ciddi sepsis veya septik soklu
hastalarda acil serviste i1lk 6 saatte
hemodinamik algoritmik bir yaklasimdir.



Bu yaklasim;

= SVK ile intravaskiiler voliimii (ard yiik)

= Arteryel kaniilasyon ile ortalama kan
basincini (OAB) (6n yiik)

) Tasikardiden kacinacak sekilde kontraktiliteyi

=) Global doku hipoksisini diizeltmek i¢in
sistemik oksijen sunumu ve
gereksinimi arasindaki (SCvO20l¢iimii
klavuzlugunda) dengey1 saglama

hiinerini hedefler.



Place central venous catheter

EGDT’nin sonucu olumlu

etkilemesindeki olasi
CVP sl Fluid bolus therapy neden;
8-12 mmHg ;
< BS mmHg
MAP wmmf-  Vasopressor therapy
65 - 90 mmHg 1 " Normal kan basincina
¢‘1ﬂt3;ﬁu Red cell transfusion o .
o, === ragmen septik sokun
- 1 o~ e, onctst olan _g!o‘pal
doku hipoksisinin
Goals achieved?

I 3 erken tanimnmasidir .
L




EARLY GOAL-DIRECTED THERAPY IN THE
TREATMENT OF SEVERE SEPSIS AND SEPTIC

SHOCK
Riverse E., Eng ] med 2001;345:1368-77

 Standart tedavi ile karsilastirildiginda mortalitede
onemli O0l¢uide azalma saptandi.

* Belirli bir protokol 1zlemek hastaya ne yapilacagini
bilmemekten ¢ok daha 1y1ydi.

* Protokollerle calismanin en onemli
basamaklarindan biri oldu.



EGDT ile STANDART RESUSITASYON TEDAVISI
BASLANAN HASTALARDA OLUM ORANLARI

EGDT | STANDART
(N=130) TEDAVi
(N=133)

HASTANE

ICI 0.5 6.5 0.009
MORTALITE
(%)
28. GUNL_UK
MORTALITE 33.3 49 .2 0.010
(%)
60. GUNL}"JK
MORTALITE 443 56.9 0.030

(%)

Rivers E,et al. NEJM 2001.1368



Sepsis Sagkalim Kilavuzu
(2004)

EGDT ile ilk resiisitasyonun acil servis
hekimleri 1¢in 6nemi vurgulanda.

Biiyiik randomize ¢alismalarin net
sonugclari ile desteklendi. (B)



Sepsiste sagkalim kampanyasi
Avrupa ve Amerika’da basladi.

1k rehber — 2004
Revizyon — 2008

Yeni —> 2012

68 uluslararasi otorite, 30
uluslararasi organizasyon katilimli



Current Surviving Sepsis Campaigh Guideline Sponsors

American Association of Critical-Care
Nurses

American College of Chest Physicians
American College of Emergency
Physicians

Australian and New Zealand Intensive
Care Society

Asia Pacific Association of Critical Care
Medicine

American Thoracic Society

Brazilian Society of Critical
Care(AIMB)

Canadian Critical Care Society

Chinese Society of Critical Care
Medicine

Emirates Intensive Care Society
European Respiratory Society

European Society of Clinical
Microbiology and Infectious Diseases

European Society of Intensive Care
Medicine

European Society of Pediatric and
Neonatal Intensive Care

Infectious Diseases Society of America

Indian Society of Critical Care Medicine

International Pan Arab Critical Care
Medicine Society

Japanese Association for Acute Medicine

Japanese Society of Intensive Care
Medicine

Pediatric Acute Lung Injury and Sepsis
Investigators

Society Academic Emergency Medicine
Society of Critical Care Medicine
Society of Hospital Medicine

Surgical Infection Society

World Federation of Critical Care
Nurses

World Federation of Pediatric Intensive
and Critical Care Societies

World Federation of Societies of
Intensive and Critical Care Medicine

Participation and endorsement:
German Sepsis Society
Latin American Sepsis Institute



Surviving Sepsis -. International Guidelines for
Campaign « Management of Severe Sepsis
and Septic Shock

Surviving Sepsis -+, 5 g Societyo

L
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ABOUT §5C~ GUIDELINES BUNDLES DATA COLLECTION RESOURCES~ IMPLEMENT/IMPROVE = CONTACT

# Surviving Sepsis Campaign > Guidelines

About §5C 3
oo
The third edition of "Surviving Sepsis Campaign: International Guidelines for Management of Severe Sepsis and Septic Shock: 2012" appeared in

Bundles ¥ the February 2013 issues of Critical Care Medicine and Intensive Care Medicine.

Data Collection 3

Surviving Sepsis Campaign: International Guidelines for Management of Severe Sepsis and Septic Shock: 2012

Resources 3 g sEp pad B F

Implement/improve b Complete Implementation and Improvement Guide

Contact b

Tables summarizing the recommendations can be a useful tool in clinical settings.

Inifial Resuscitation and Infection Issues
Hemodynamic Support and Adjunctive Therapy
Other Supportive Therapy of Severs Sepsis

Special Considerations in Pediafrics

$5C Statements Guideline Translations




Hedef;
gelecek 5 yilda

sepsis mortalitesini %25 azaltmak...

7 Nokta

1. Farkindalig1 artirma

2. Taniy1 artirma

3. Uygun tedavi

4. Saglik personelinin egitimi

5. Post-YBU bakimi gelistirme
6. Kilavuzlarin gelistirilmesi

7. Performans gelistirici program



Oneri Rehberi

Onerilerin Kanitlarin Kalitesinin
Derecelendirilmesi Degerlendirilmesi
Grade 1 Guglu (6nermek) SELEA Yuksek
Grade B Orta
Grade 2 Zayif (6ne slirmek) rade usu

Grade D Cok dusuk



TABLE 3. Determination of the Quality of Evidence

Underlying methodology
A (high) RCTs
8 (moderate) Downgraded RCTs or upgraded observational studies
C {low) Well-done observational studies with control RCTs
D (very low) Downgraded controlled studies or expert opinion based on other evidence
Factors that may decrease the strength of evidence
1. Poor quality of planning and implementation of available RCTs, suggesting high likelihood of bias
2 Inconsistency of results, including problems with subgroup analyses
3. Indirectness of evidence (differing population, intervention, control, outcomes, comparison)
4. Imprecision of results
5. High likelihood of reporting bias
Main factors that may increase the strength of evidence
|. Large magnitude of effect (direct evidence, relative risk > 2 with no plausible confounders)
2. Very large magnitude of effect with relative risk > 5 and no threats to validity (by two levels)

3. Dose-response gradient

RCT = randomized controlled trial.




BASLANGIC RESUSITASYONU

1. Sepsise bagli doku hipoperfiizyonu olan (baslangi¢
s1v1 tedavisine ragmen devam eden hipotansiyon veya
kan laktat diizeyi>4 mmol/L) hastalarda erken
kantitatif resiisitasyon (1C)

a) CVP 8-12 mmHg (12-15 mmHg MV)

b) MAP > 65 mmHg

¢) Idrar ¢ikis1 > 0.5 mL/kg/h

d) Santral venoz oksijen satiirasyonu (Scvo2) %70 veya miks

venoz oksijen (Svo2) %65

2. Doku hipoperfiizyonunun gostergesi olan laktat

diizeyi yiikselmis hastalarda resiisitasyon hedefi laktati
normalize etmek olmal1 (2C)



Abstract » Sendio -
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[The effect of early goal-directed therapy on treatment of critical patients with severe sepsis/septic shock: a
multi-center, prospective, randomized, controlled study].

[Ancie n Ohnesel
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Abstract
OBJECTIVE: To mvesagate the effect of early goal-drected therapy (EGDT) on veatment of crncal patients with severs sepsis/septc shock

METHODS: A muticenter prospactive. randomzed. controfied study was deployed Totally 314 crical patients. from esght comprebenseve
hospatals in Zhepang Province admtied during January, 2005 to January, 2008 suMenng from severe sapss/sepbe shock were randomaed o
comrentional Seatment group [n=151) and EGDT group (n=163] the patients of $e former undersent flud resusciation guded by centcal verous
peessure (CVP) systolic biood pressure (SEP) or mean anery pressure (MAP) and urmary output (U0} and the latter guded by CVP. SBP or MAP
and U0 plus centzal venous caygen saturabon (SevO2) The patents were treated sith flud. blood transfusions and cardiae stemulants in 3 pencd of
6 hours 3fter ervoliment 50 reach the goal. The difference of 28-Coy sarvval tate and mtensove cane unit (10U) montality (prmary end ports) the
length of ICU stay . the duration of mechancadl ventilation. duration of antbotics treatment. incidence of newly occuned mfection. and seventy
SCOres {secondary end pomis | were compared bebween two groups

RESULTS: Frally, 2 total of 303 patierts were ebgbtie to enter thes study with 157 patients in EGOT group and 145 patents i conventional
treatment grocp. In companson with conventional treatment group. the 28-day sunvival rate of EGDT group was increased by 17 TH (T5. 2% vs
57.5%, P=0001) and ?e ICU mortality of EGOT group was decseased by 15 7% (350% vs. 50.T%. P=0035) the acute physaciogy and chronic
health evakuaton || (APACHE!) stone (14.24/3 5 vs 18 0447 1. P=0 043) mudtple crgan dysfunchon syndrome (MODS) score {5 8443 T vs
89+/37 P=0015) and sepsis-related organ fadure assessment (SOFA) scom (564129 vs 10 &+°3.7 P=0 001) were sipneficantly decreased m
EGDT group Meanehde 3 signdicant shorening of duration of using antbioties #3s aiso found [(13 4+/-10.0) days vs. (13 T+/-13.5) days, P=0 004]
wih 3 lowenng of ncdence of occumence of new nfection (37 6% vs 53 4% P=0 014) There were no dierences in other parameters for secondary
ond ponts

CONCLUSION: EGOT improves 25-day survaival rate and cincal scores. and # shoas beneficial effects on cutcome of cntcal patents with severs

Cin’deki sekiz merkezde agir sepsisli 314
hastanin ¢ok merkezli ¢alismasinda 28 giinliik
mortalitede %17.7 mutlak azalma



Sepsiste Sagkalim Kampanyasi
Bakim Paketleri

IIk 3 Saatte Tamamlanacak Olanlar
1. Laktat seviyesini Ol¢iin

2. Antibiyotiklerin uygulanmasindan once
kiiltiirler1 alin

3. Genis spektrumlu antibiyotiklere baslayin

4. Hipotansiyon veya laktat>4 mmol/L ise 30
mL/kg kristalloid



Sepsiste Sagkalim Kampanyasi
Bakim Paketleri

1k 6 Saatte Tamamlanacak Olanlar

D.

[1k s1v1 resiisitasyonuna yanit vermeyen olgulara
OAB>65 mmHg olacak sekilde vazopresor uygulayin

S1v1 resiisitasyonuna ragmen direncgli hipotansiyonda
(septik sokta) veya baslangi¢ laktat >4 mmol/L
oldugunda

= Santral venoz basinci 6l¢iin (SVB)
= Santral venoz oksijen satiirasyonunu 0l¢iin (ScvO?2)
Baslangic laktat diizeyi yiiksekse tekrar 6l¢iin



Sepsis Taramasi ve Performans Gelistirme

Agir sepsiste tedavide daha erken diizelme
saglamak icin potansiyel olarak enfekte agir
hastalarin rutin incelenmesi (1C)

!

Sepsis erken taninmali
Uygulamalar oniindeki en 6nemli engel



Sepsis Taramasi ve Performans Gelistirme

Hastane temell1 performans 1yilestirme ¢abalari

Performanstaki Gelisim
* Uyumun artirilmasi
Bakim kalitesindeki gelismeler
* Cok disiplin-uzman yaklasim
Verilerin toplanmasi-geri bildirim



Sepsis-Enfeksiyon Tanisi

1. Antimikrobiyal tedaviyi 45 dk. dan fazla
geciktirmeyecekse uygun kiiltiirlerden sonra tedavi (1C)

» En az 2 set kan kiiltiirti >10 ml, 1 aerob+1 anaerob
(3’den fazla alinmasina gerek yok)

= 48 saat stireli katater varliginda katater ve periferik
kandan birer set kan kiiltiru

» Diger bolge kiiltiirler: (BOS, yara, solunum
sekresyonlar1 vb.)

» Gram boyalari, 6zellikle solunum yolu 6rneklerinde
Inflamatuvar hiicrelerin olup olmadig1



Sepsis-Enfeksiyon Tanisi

» Toplumda artmis Influenza aktivitesi
periyotlarinda hizli influenza antijen testi

» Biyolojik belirteclerin (CRP, prokalsitonin vb.)
agir sepsis hastalarinda enfeksiyon tanisindaki
rolil tanimlanmamastir.

= Hizl1 ve kiiltiir temell1 olmayan yontemler
(PCR kutle spektroskopi)



Sepsis-Enfeksiyon Tanisi

2. Ayirici tanida Invaziv kandidiyazis
diistiniiliiyorsa

= 1,3 beta-D-glukan testi (2B)
= Mannan, anti-mannan antikor aramasi (2C)

Standart Kkiiltiirlerden daha hizh
yanhs pozitif sonu¢ miimkiin



Sepsis-Enfeksiyon Tanisi

3. Goruntiileme Yontemleri

= Enfeksiyon odagini1 dogrulamak
= Ornek almak icin
= Hastanin transportu riskli olabilir

= Yatak basi yontemler riski azaltir



T SEPSIS SIX




Sepsis-Antimikrobiyal Tedavi

Septik sok (1B) veya ciddi sepsis (1C) tanist konulur
konulmaz 1lk 1 saat i¢inde antibiyotik baslanmali

Antimikrobiyal ajan olas1 patojenleri icermeli
(bakteriyel/viral/fungal) (1B)

Gerektiginde birden fazla ilag tercih edilmeli (1B)

Tim hastalar tam yiikleme dozunu baslangicta
almali

Hastanin yakin zamanda kullandig1 antienfektif
ajanlar baslangi¢ tedavisinde tercih edilmemeli



Start antibiotics within 1 hour

Each hour of DELAY initial effective antibiotics
increased mortality of 7.6%.

® Survival Fraction
# Cumulative Effective Antimicrobial Initiation
08
e
k]
! "
02
0
@ Z. 2 2. 2 E3 6. 2 Z 2
e g gy R Ny Mg g Tty fu, Ry %a, %

Time from hypotension onset (hrs)

Kumar A. et al., Crit Care Med 2006, 34:1286




Sepsis-Antimikrobiyal Tedavi

* Antibiyotik rejimi giinliik olarak degerlendirilmeli (1B)

 Etken patojen tespit edilir edilmez uygun
antimikrobiyal ajana gecilmeli

* Septik goriinen fakat enfeksiyonu net bicimde ortaya
konulamayan hastalarda diisiik prokalsitonin diizeyi
veya esdeger belirtecler, ampirik tedavinin
sonlandirilmasi i¢in yardimei olabilir. (2C)



Sepsis-Antimikrobiyal Tedavi

Ampirik Antimikrobiyal Tedavi Secimi;

» Hasta anamnezi, ilac¢ intoleransi, son alinan

antibiyotikler (3 ay)
» Altta yatan hastalik
» Klinik
» Lokal direnc verileri

» Hastanede ve toplumda dnceden hastayi enfekte
veya kolonize ettigi belgelenmis patojenlerin
duyarhilik profili

> Immiinsiipresiflerde kandidiyazis/nadir patojenler



Ampirik Kombine Antibiyotik Tedavisi

« Agir sepsisi olan notropenik hastalar ve Acinetobacter
ve Pseudomonas spp. gibi tedavisi zor, ¢oklu ilag
direnci gelisen bakteriyel enfeksiyonlarda (2B)

* Solunum yetmezligi ve sok ile seyreden agir
enfeksiyonlu hastalarda

»Pseudomonas bakteriyemisi i¢in genis
spektrumlu B-laktam ve aminoglikozid/kinolon

»S. pneumoniae’ya bagl septik sokta 3-laktam+
makrolid (2B)



Antibiyoterapi-Pulmoner Kaynakl Sepsis

Enfeksiyon Antibiyotik

Toplum B-laktam?! + Azitromisin

Kékenli B-laktam! + Respiratuvar florokinolon?

Saglk Antipseudomonal p-laktam?

!3_akl.njl ile + Aminoglikozit* veya Antipseudomonal florokinolon®
Iligkili + Vankomisin veya Linezolid

1 Seftriakson, Sefotaksim, Ampisilin/Sulbaktam

2| evofloksasin, Moksifloksasin

3 Pip/Tazo, Sefepim, Meropenem, imipenem, Doripenem
4 Gentamisin, Tobramisin, Amikasin

3 Levofloksasin, Siprofloksasin

Clin Infect Dis 2007;44:527-72
Am J Respir Crit Care Med 2005;171:388-416



Antibiyoterapi-Kateter Iliskili Kan Dolasimi
Enfeksiyonu Kaynakh Sepsis (KIKDEKS)

Enfeksiyon Antibiyotik

KIKDEKS Vankomisin veya Daptomisin?
+ Antipseudomonal p-laktam?3
+ Aminoglikozit*

Fungemi

S + Flukonazol veya Ekinokandin®
Riski

1Yiiksek oranda vankomisin direnci (MIC>2 pg/mL)
2 Pip/Tazo, Sefepim

3 Meropenem, imipenem, Doripenem

4 Gentamisin, Tobramisin, Amikasin

> Kaspofungin, Mikafungin, Anidulafungin

Clin Infect Dis 2009;49:1-45



Antibiyoterapi-Uriner Kaynakl Sepsis

Enfeksiyon Antibiyotik

Urosepsis 3. Jenerasyon Sefalosporin?
+ Aminoglikozit? veya Florokinolon®

Urolojik Antipseudomonal B-laktam*®
mudahale

veya

MDR Riski

1Seftriakson, Sefotaksim

2 Gentamisin, Tobramisin, Amikasin

3 Levofloksasin, Siprofloksasin

4 Pip/Tazo, Sefepim

> Meropenem, imipenem, Doripenem

Int J Urol 2013; Epub ahead of print.



Antibiyoterapi-Kaynagi Bilinmeyen Sepsis

Bilinmeyen  Antipseudomonal p-laktam?:2
+ Aminoglikozit veya Antipseudomonal florokinolon3
+ Vankomisin

Fungemi + Flukonazol veya Ekinokandin®
Riski

1 Pip/Tazo, Sefepim

2 Meropenem, imipenem, Doripenem

3 Levofloksasin, Siprofloksasin

4 Kaspofungin, Mikafungin, Anidulafungin

Clin Infect Dis 2009;48:503-35



Tedavi Siuiresi

Ampirik kombinasyon tedavisi 3-5 giinden fazla
verilmemeli

Duyarlilik profili bilinir bilinmez en uygun
monoterapiye gecilmeli
Tedavi siiresi 7-10 giin (2C)
Daha uzun siireli tedavi durumlari
» Yavas klinik yanit
> Immiinsiipresif, nétropenik hastalar
»S. aureus bakteriyemisi
» Viral/fungal enfeksiyonlar
» Drene edilemeyen enfeksiyon odagi



Tedavi Stuiresi

Uzun stirel1 kombinasyon tedavisi

» Sadece aminoglikozid duyarli Pseudomonas
spp. enfeksiyonlari

» Sadece polimiksin duyarli Acinetobacter spp.
enfeksiyonlar

» Endokardit tedavisi (6zellikle Enterokok)



Sepsis-Ampirik Antifungal Tedavi

Baslangic tedavisi se¢ciminde kandidemi risk faktorleri
diistiniilmeli

> Immiinsiipresif ve ndtropenik hastalar
> Onceki yogun antibiyotik tedavisi
» Coklu kandida kolonizasyonu

» TPN kullanimi
» Yakin zamanda GIS cerrahisi



Sepsis-Ampirik Antifungal Tedavi

Ampirik antifungal tedavi se¢cimi

» Lokal epidemiyolojik veriler

» C. glabrata sikligi/kolonizasyonu

» Antifungal kullanim 6ykiisii

» IDSA ekinokandin/flukonazol 6neriyor



Sepsis-Ampirik Antiviral Tedavi

 (Ciddi seyirli olas1 influenza olgularinda
oseltamivir/zanamivir

» Agir primer veya yaygin Varisella zoster viriisii
enfeksiyonlar1 ve yaygin Herpes simpleks
enfeksiyonlar1 olan nadir hastalarda asiklovir gibi
antiviral ajanlar erken baslanildiginda enfeksiyonun
seyrinde oldukc¢a etkin olabilir.



Sepsis-Kaynak Kontrolii

* Enfeksiyonu dusuniilen bolge en kisa zamanda
» Arastirilmali

» Taninmali

» Dislanmali

e Tani sonrasi 12 saat icinde miidahale edilmeli
» Nekrotizan yumusak doku enf
» Peritonit kolanjit
> Intestinal infarkt
» Amplyem
» Septik artrit
> Intraabdominal apse
» Pyelonefrit



Sepsis-Kaynak Kontrolii

« Potansiyel kaynak intravaskiiler katater ise yeni
damar yolu saglandiktan sonra hemen ¢ikarilmalidir.

 Peripankreatik nekroz enfeksiyon kaynagidir. Canli
cansiz doku hatt1 tam olarak belirene kadar

beklenmelidir. (2B)
* Enaz travmatik girisim kullanilmalidir (cerrahi drenaj
yerine peruktan).



Enfeksiyonu Onleme

e Agir sepsis tanili YB hastalarinda VIP riskini
azaltmakta orofaringeal dekontaminasyon i¢in
klorheksidin glukonat (2B)

* Dikkatli enfeksiyon kontrol uygulamalari
» El yikama
» Uzman hemsire bakimi
» Katater bakimi
» Bariyer onlemleri
» Hava yolu denetimi
» Yatak basinin yiikseltilmesi
» Subglottik aspirasyon



Sepsis-Sivi Tedavisi

= Agir sepsis ve septik sokta tedavide en
onemli nokta hipovoleminin diizeltilmesidir.

* Replasmanda kullanilacak sivinin kesin bir
sinir1 Yoktur.



Sepsis-Sivi Tedavisi

Baslangic tedavisinde kristaloidler 6neriliyor (1B)
Hidroksietil nisasta (HES) onerilmiyor (1B)

Hipovolemi durumunda baslangigta en az 30 mL/kg
kristalloid

Onemli miktarda kristaloid ihtiyac1 olanlarda
alblimin verilmesi ek yarar sagliyor (2C)



Sepsis-Vazopressorler

Hedef 65 mmHg OAB saglamak (1C)

[1k tercih norepinefrin (1B)

Yeterli kan basinci diizeyini siirdiirmek i¢in ilave ajan
gerekirse epinefrin (2B)

Vazopressin (0.003 U/dk’ya kadar) norepinefrine
eklenebilir.

Sepsisin indiikledigi hipotansiyon tedavisinde
vazopressin tek basina ilk tedavi ajan1 olarak
onerllmemekte

0.03-0.04 U/dk tizerindeki vazopressin dozlari, diger
ajanlarin OAB’n1 saglamada yetersiz kaldigi durumlara
saklanmalidir.



Sepsis-Vazopressorler

e Dopamin, secilmis hastalarda alternatif
vazopressor 1lag¢ olarak kullanilabilir (tasiaritmi
riski diisiik olan ya da mutlak bradikardisi
olanlarda). (2C)

e Bobrek dozunda (diisiik doz) dopamin
verilmemelidir. (1A)

e Fenilefrin bazi durumlar hari¢ septik sok
tedavisinde onerilmemektedir. (1A)



Sepsis-Inotropik Tedavi

« Septik soktaki hastalarda inotropik destek
gerekebilir.

* Yiiksek kardiyak dolum basinci ve disiik kardiyak
output varsa,

* Yeterli intravaskiiler voliim saglanmasina ve
ortalama arter basinci yeterli dizeye gelmesine
ragmen hastada hipoperfiizyon bulgular: varsa,



Sepsis-Inotropik Tedavi

 Tercihen dobutamin verilir (1C)

* Baslangicta dobutamin infiizyonu 20 mikrogram/dk
yapilmalidir (veriliyorsa vazopressore ek olarak).



Sepsis-Kortikosteroidler

Septik sok yoksa steroid verilmemelidir.

Yeterli siv1 destegi yapildr ve hemodinamik stabilite
saglandiysa IV hidrokortizon verilmemelidir.

Ancak verilen s1v1 destegiyle basarili sonug elde
edilemediyse 200 mg/giin IV hidrokortizon verilebilir.
(2C)

ACTH stimiilasyon testine gerek yoktur. (2B)

Vazopressor ihtiyaci azaldiginda hidrokortizon da
azaltilmalidir.

Hidrokortizon, infiizyon seklinde verilmelidir.



Sepsis-Destek Tedavileri
KAN URUNLERI

* Doku hipoperfiizyonu azaldiysa, miyokard iskemisi,
siddetli hipoksemi, akut hemoraji, iskemik kalp
hastalig1 yoksa ve hemoglobin <7.0 g/dL ise,
eritrosit siispansiyonu Verilebilir.

Hedef, 7.0-9.0 g/dL diizeyinde Hb’dir. (1B)

 Siddetli sepsiste anemi tedavisinde eritropoetin
onerilmez. (1B)



Sepsis-Destek Tedavilerti
KAN URUNLERI

* Taze donmus plazma, hastada kanama yoksa ya
da invaziv girisim planlanmiyorsa, sadece
laboratuvar degerlerini diizeltmek 1¢in
verilmez.(2D)

« Antitrombin 6nerilmez.(1B)



Sepsis-Destek Tedavileri
KAN URUNLERI

 Hastada kanama olmasa bile trombosit <10.000/mm?
oldugunda trombosit vertilir.

* Hastada kanamaya neden olabilecek risk faktort
varsa trombosit sayis1 <20.000/mm? oldugunda,

« Trombosit sayis1 >50.000/mm? ise, invaziv girisim
planlaniyor ya da aktif kanama varsa trombosit
verilir. (2D)



Sepsis-Destek Tedavilerti
IMMUNGLOBULINLER

Sepsis ya da septik sokta Immunglobulin
onerilmez. (2B)



Sepsis-Destek Tedavilerli
SELENYUM

Sepsis ya da septik sokta selenyum
onerilmez. (2C)



Sepsis-Destek Tedavileri
REKOMBINANT AKTIVE PROTEIN C
(rhAPC)

Artik kullanilmamakta olan rhAPC kullanimina dair SSC
onerilerinin degisim hikayesi mevcuttur.

PROWESS calismasi sonrasi
2001 yilinda ciddi sepsis tedavisinde kullanimi onaylanda.
2004 SSC kilavuzu B kanit seviyesi ile Onerdi.

2008 SSC kilavuzuna kadarki ¢alismalar etkinligi
konusunda siipheler ortaya koydu.

2008 SSC kilavuzu oner1 diizeyini B’den C’ye diistirdii.



e 2008 SSC kilavuzu oneri diizeyini B’den C’ye
diistirdii ayrica disiik riskli hastalarda (APACHE <20)

veya tek organ yetmezlikli hastalarda oneriy1
kaldird1. (1A)

2011 PROWESS SHOCK calismasi septik sokta
anlaml1 bir mortalite azalmasi gostermedi.

* [la¢ su anda bu endikasyonla kullanimdan cekildi.



Sepsis-Mekanik Ventilasyon

* Septik sokta solunum sayisinin artmasi ve akciger
patolojilerine bagli olarak solunum yiikii artar. Acil
oksijen destegi saglanmalidir.

 Arteryel satiirasyon >% 92 olacak sekilde oksijen
destegi ayarlanmalidir.

« Konvansiyonel tedaviler ile bu durum saglanamiyorsa,
biling bulaniklig1, agir sok veya metabolik asidoz
tablosu varsa mekanik ventilasyon uygulanmalidr.



Sepsis
Analjezi/Sedasyan/Noromuskuler Blokaj

« Mekanik olarak solutulan sepsis hastalarinda
stirekli ya da aralikli sedasyon olabildigince diisiik

diizeyde tutulmalidir. (1B)
* Noromuskiiler bloke edici ajanlardan mumkiin
oldukca kac¢iilmalidar.



Sepsis-Glukoz Kontrolii

Hipergliseminin mortaliteyle ve uzun yatis siiresiyle
1liskis1 vardar.

Ardisik 2 kan glukozu >180 mg/dl oldugunda insiilin
verilmeye baslanir.

Kan glukozunun 180 mg/dL’den diisiik olmasi
hedeflenir (<110 mg/dL olmasi tercih edilmez). (1A)

Glukoz seviyeleri ve insiilin dozlar1 stabilite kazanana
kadar 1-2 saatte bir, daha sonra 4 saatte bir
Olctilmelidir.

Parmak ucu ol¢iimlerinin dogrulugu mutlaka test
edilmelidir.



Sepsis-Renal Replasman Tedavisi

 Ciddi sepsisle birlikte akut bobrek yetmezlikli
hastalarda “continuous renal replacement therapies”
(CRRT) veya “aralikli diyaliz” esdegerdir. (2B)

« Hemodinamik olarak stabil olmayan septik

hastalarda s1vi dengesinin yonetimini
kolaylastirmak 1¢in CRRT hasta takib1 acisindan

tercih edilebilir. (2B)



Sepsis-Bikarbonat Tedavisi

Hipoperfilizyona bagli laktik asidozda (PH >7.15)
hemodinamik 1yilesmeyi saglamak ya da
vazopressor 1thtiyacim azaltmak amaciyla
bikarbonat kullanilmamalidir.



Sepsis-DVT Proflaksisi

« Tim agir sepsis, septik sok hastalarina derin ven
trombozunu 6nleyici tedavi olarak heparin veya
diisiik molekiil agirlikli heparin (DMAH) verilmesi
onerilmektedir.

 Kreatinin klerensi <30 mL/min ise dalteparin
(Fragmin) (1A) ya da diisiik diizeyde renal
metabolize olan DMAH (2C) ya da fraksiyone
olmayan heparin verilebilir. (1A)

» Heparinin kontrendike oldugu hastalarda kompresyon
coraplar1 uygulanmalidir. (2C)



Sepsis-Stres Ulseri Proflaksisi

Kanama riski olanlara H2 reseptor blokorler1 veya
proton pompa inhibitorii onerilmektedir. (1B)

PPI daha ¢ok tercih edilmelidir. (2C)

Risk faktorii olmayan hastalarda proflaksi
verilmemelidir. (2B)



Sepsis-Beslenme

 Ciddi sepsis/septik sokta ilk 48 saatte hasta tolere
edebiliyorsa oral/enteral besleme (2C)

e 1k hafta tam kalori beslemeden kacinilmasi, diisiik
kalor1 ile baglayip tolere ettik¢e artirilmasi (2B)

« TPN’den ziyade IV glukoz veya enteral besleme
yapilmasi yahut ilk hafta paranteral/enteral
kombinasyonu uygulanmasi (2B)



Sepsis-Bakim Hedefleri

« Bakim hedefleri ve prognozun hastalar ve aileleri ile
tartisilmasi onerilir. (1B)

* Gerektiginde palyatif bakim ilkeler1 kullanilarak
yasam sonu bakim planlamasinin bakim hedefleri ve
tedavi planlarina dahil edilmes1 onerilir.

« YBU’ne basvurudan sonra olabildigince erken aile

gorusmesi yapilmali, bu siire 72 saati asmamalidir.
(2C)
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Erken hedefe yonelik tedavinin mortaliteyi belirgin
disirdiigi tek merkezli bir calisma 1le gosterilmaista...
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A randomized trial of protocol-based care for early septic shock.

ProCESS Investigators, Yealy DM, Kellum JA Huang DT, Barnato AE, Weissield LA, Pike F, Terndrup T, Wang HE, Hou PC, LoVecchio F, Filbin ME, Shapiro NI,
Angus DC.

[+ Collaborators (72)

Abstract

BACKGROUMND: In a single-center study published more than a decade ago invelving patients presenting to the emergency department with severe
sepsis and septic shock, mortality was markedly lower among those who were treated according to a §-hour protocol of early goal-directed therapy
(EGDT), in which intravenous fluids, vasopressors, inotropes, and bloed transfusions were adjusted to reach central hemodynamic targets, than

among those receiving usual care. We conducted a trial to determine whether these findings were generalizable and whether all aspects of the
protocel were necessary.

METHODS: In 31 emergency departments in the United States, we randomly assigned patients with septic shock to one of three groups for & hours o
resuscitation: protocol-based EGDT; protocol-based standard therapy that did not require the placement of a central venous catheter, administration
inotropes, or blood transfusions; or usual care. The primary end point was 60-day in-hospital mortality. We tested sequentially whether protocol-base
care (EGDT and standard-therapy groups combined) was superior to usual care and whether protocol-based EGDT was superior to protocol-based
standard therapy. Secondary outcomes included longer-term mortality and the need for organ support.

RESULTS: We enrolled 1341 patients, of whom 439 were randomly assigned to protoceol-based EGDT, 446 to protocol-based standard therapy, and
456 to usual care. Resuscitation strategies differed significantly with respect to the monitoring of central venous pressure and oxygen and the use of
intravenous fluids, vasopressors, inotropes, and blood transfusions. By 60 days, there were 92 deaths in the protocol-based EGDT group (21.0%). 81
in the protocol-based standard-therapy group (18.2%), and 386 in the usual-care group (18.9%) (relative risk with protocol-based therapy vs. usual car
1.04; 95% confidence interval [Cl], 0.82 to 1.31; P=0.83; relative risk with protocol-based EGDT vs. protocol-based standard therapy, 1.15; 95% CI,
0.85 to 1.51; P=0.31). There were no significant differences in 90-day mortality, 1-year mortality, or the need for organ support.

CONCLUSIONS: In a multicenter trial conducted in the tertiary care setting, protocol-based resuscitation of patients in whom septic shock was
diagnosed in the emergency department did not improve cutcomes. (Funded by the Mational Institute of General Medical Sciences; ProCESS
ClinicalTrials.gov number, NCTO0510835.).



Outcome
Death — no ‘total no. (%)
In-hospital death by 60 days: primary cutcome
Death by 90 davs
Wew organ failure in the first week — no ftotal no. (%)
Cardiovaseular
Respiratory

F.enal

Duration of organ support — days=

Cardiovascular
Respiratory
Renal
Uze of hospital rescurces
Admizzion to intensive care unit — no. (%8)
Stay in intensive care vnit among admitted patients — days
Stay in hospital — days
Dizcharge status at 60 davs — no. (%)
Mot discharged
Dizcharged to a long-term acute care facility

Dizcharge to another acute care hospital

Protocol-based
EGDT
(N = 439)

92/439 (21.0)

129/405 (31.9)

269/430 (61.3)

165/434 (38.0)

12/382 (3.1)

401 (91.3)

16 (3.5)

g (1.8)

Protocol-based
Standard Therapy
(N = 444)

817446 (18.2)

128/415 (30.8)

284/446 (63.7)
161/441 (36.5)

24/399 (6.0)

381 (85.4)
1=7.1

121

TUsual Care

(N = 456)

P Value-
86/456 (18.9)  0.83%
130/412 (33.7)  0.66
256/456 (56.1)
146/451 (32.4)

11/397 (2.8)

393 (86.2)
4.7+5.8

11.3=10.9

2 (0.4)
22 (4.8)

5 (1.1)




Protokol
Tabanli Erken
Hedefe
Yonelik
Tedavi
(439)

Protokol

Tabanh

Standart
Tedavi
(446)

Klasik
Bakim
(456)

Ozellik

Erken hedefe
yonelik tedavi
protokolii

procESS daha
az invaziv

= Protokol yok
» Hasta basi
karar ve
uygulama

Santral
Venoz
Katater

Zorunlu

Zorunlu degil

Stirekli
(8-12 mmHg)

Zorunlu degil

Zorunlu degil

Sivi Tedavisi

= Olgiimlere
gore 500 cc
bolus

= Reboluslar

* MAP>65
vazopresor

= Sistolik kan
basinci <100
» Sok
indeksi<0.8
ilk en az 500-
1000 ml (2000
mL)
250 mL/h
JVD, ral




60 Giin KVS Hastanede Kahs Taburcu
Mortalite Solunum Siiresi
Yetmezligi

Protokol Tabanl %21.8 %61.3 11.1+10 236 (53.8)
Erken Hedefe %38.0
Yonelik Tedavi
(439)
Protokol Tabanli %18.2 %63.7 12.3+12 227 (50.9)
Standart Tedavi %36.5
(4406)
Klasik Bakim %18.9 %056.1 11.3+10.9 235 (51.5)

(456)
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Early-goal directed therapy for
septic shock: is it the end?

A. M. DELIANNA, E 5. TACCONE

Department of Intensive Care,Erasme Hospital, Université Libre de Bruxelles (ULB), Brussels, Belgium

ABSTRACT

Three randomized clinical trials have recently provided data on the lack of effectiveness of “early-goal directed thera-
py” (EGDT) (i.e. optimization of tissue oxygenation in the first 6 hours since sepsis diagnosis using different thera-
peutic interventions based on the assessment of the central venous oxygen saturation to titrate such interventions) in
the initial management of patients with septic shock. In a first trial including 31 US hospitals (the ProCESS study,
N.=1341), three different therapeutic strategies (EGDT . protocol-based therapy vs. usual care) were compared
and no difference in the primary endpoint (60-day mortality) was found (EGDT 21%, protocol-based therapy 18%
and usual care 19%). No significant difference in death by 90 days or in other secondary outcomes, including seri-
ous adverse events, was found, as well. A second trial (ARISE, N.=1600), mostly conducted in Australia and New
Zealand, randomized patients to EGDT or usual care. Ninety-day mortality was similar between groups (19% .
199%, respectively; P=0.90) and no other differences in secondary endpoints were recorded between the two groups.
A third study (ProMISe, N.=1260) included patients in 56 hospitals across England, randomly assigned to EGDT
or usual care. By 90 days, mortality was similar between groups (29% vs. 29%, respectively; P=0.90). Moreover,
EGDT significantly increased costs and was associated with a longer hospital length of stay. We discussed some issues
related to the differences between these studies and the pivotal paper from Rivers et al. and how EGDT should be
still considered in the treatment of sepsis. (Minerva Anestesiol 2015;81:1138-43)

Key words: Mortality - Shock, septic - Hemodynamics.




TasLe L—Summary of studies on early-goal directed therapy (EGDT) for septic shock. All data are shown as median, counts or
percentage between EGDT vs. “wsual-care” control groups.

Rivers ef al. PRoCESS * ARISE PROMISE
(N.=233)¢ (MN.=134]1)1 (N.=1a00) 12 (N.=12a0)13
Median age, yrs G 61 63 65
Study Duration 03/1997 to 03/2000 03/2008 to 05/2013 10/2008 o 04/2014 02/2011 to 07/2014
Location - centers Detroit — 1 center USA — 31 centers Worldwide — 51 centers England — 56 centers
Inclusion rate, 6.5 0.7 1.8 0.5
pt/month/center
Adherence o EGDT 84% 88% M 80%
Baseline lactate, mmol/L 7.7 4.8 6.7 7.0
(EGDT)
Median Huids 4981 mL ws. 3499 mL ** 2805 mL . 2279 mL * 1964 mL . 1713 mL** 2000 mL 5. 1784 mL **
0-6 hours
RBCT 04% 5. 19% ** 14% ws. 8% ** 14% o5 7% ** 9% 5. 4% **
Dobutamine 14% 2. 1% ** 8% . 1% ** 15% o5, 3% ** 18% o5, 4% **
0-6 hours
Any vasopressor 27% ws. 30% 55% o, 44% ** 67% o5, 58% ** 33% o5 46% **
0-6 hours
Mechanical ventilation 53% 5. 54% 26% w5 22% 22% o1, 22% 29% o5 28%
0-6 hours
APACHE I 22 21 16 18
at inclusion
Baseline Scv(), 49% 7 1% 73% 70%
CTRL Group 57% 18% 19% 29%
mortality (%) (60-day) (60-day) (90-day) (90-day)

CTRL: control; RBCT: red blood cells transfusions; SovO: superior vena cava mixed oxygen saturation; APACHE: acute physiology and chronic
health evaluation.

*This study considered three different proups: one receiving EGDT, one treated using a protocol-based standard therapy and another on “usual
care”. We reported only comparison between EGDT and “usual care” groups.

**P=0.0%




Key messages

— In recent studies, no survival advan-
tage has been shown in septic patients treated
with an EGDT approach when compared to
usual care.

— Inirial assessment of ScvO, can be still
uscful to identify those patients with low
values and who may still benefit from the
EGDT approach

— High ScvO, should prompt for further
analysis of tissue hypoperfusion, including
lactate levels, ACO, and microcirculation in
order to improve oxygen delivery and poten-
tially reduce the risk of organ dystunction

* Son yayinlanan ¢aligmalara gore
EGDT’nin standart yaklasim ile
karsilastirildiginda sagkalim
acisindan bir Ustiinliik saglamadigi
gosterilmistir.

* ScvO, nin 1lk basta
degerlendirilmesi diistik satiirasyon
degeri olan ve dolaysiyla
EGDT’den yarar gorebilecek
hastalarin belirlenmesinde yararl
olacaktir.

* ScvO, ’nin yliksek olmasi
durumunda doku oksijenizasyonunu
iyilestirmek ve organ disfonksiyon
riskini azaltmak amaciyla hasta
hemen doku hipoperfiizyonu
acisindan degerlendirilmelidir (laktat
seviyesi, veno-artelyel CO, farki ve
mikrosirkiilasyonu).
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Figure 1.—In patients suﬂ:crjng from septic shock, inidal as-
sessment of Scv; and lactate levels remains necessary. In case
of low Scv(0; values, an “carly goal directed therapy” (EGDT)
apprn:-ach aiming to normalize Scv(); s still mdtcattd In
patients with already “normal” Sr:vD-_., evaluation of other
biomarkers of tissue ]'I'-.-’FIDPC]"EJSIDI‘I such as lactate clearance,
microcirculation or veno-arterial carbon dioxide difference

(ACO2) may be hclpﬁil to optimize oxygen delivery.
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Update of Sepsis: Recent Evidences about Respirtory Diseases
Early Goal Directed Therapy

Woo Hyun Cho, M.D.

Department of Internal Medicine, Pusan National University Yangsan Hospital, Pusan National University School of Medicine,
Yangsan, Korea

Severe sepsis and septic shock is a life-threatening disease. It is combined with multi-organ failure. In the past
decade, early goal directed therapy has been proposed as an effective treatment strategy for better outcome. Recent
epidemiologic studies showed that the outcome of sepsis has been improved with the introduction of early goal directed
therapy. However, it is unclear which elements of early goal directed therapy contributed to the better outcome. Recent
prospective and randomized trials suggested that some elements of early goal directed therapy did not have any effect on
the outcome benefit. In this paper, recent articles about early goal directed therapy will be reviewed and the effectiveness
of individual elements of early goal directed therapy will be discussed.




Conclusion

Since the Rivers' landmark study in 2001, EGDT has been
a backbone of sepsis treatment and led to the SSC. Many
epidemiologic studies support the positive effect of the
past decade’s treatment strategy on the outcome of sepsis.
Nevertheless, controversy persists over the each element of
resuscitation management or resuscitation goal. Recent two
randomized trial with similar design with Rivers' study clari-
fied the drawback of EGDT. As a result, we could identify that
initial 3-hour resuscitation is still very important with early
detection of the onset of severe sepsis and septic shock. Also,
recent randomized trials (ProCESS & ARISE) confirmed that
the recommendation of 2012 SSC guideline is effective in the
resuscitation elements or goal including the threshold of MAP
or transfusion. The other resuscitation goals including CVP,
ScVO, and lactate were not proven to be effective in patients
with severe sepsis and septic shock. However, there is no evi-
dence about the harm from keeping these resuscitation goals.
Therefore, it is reasonable not to change the current clinical
practice. Especially, early detection of severe sepsis and septic
shock and 3-hour management bundle should be kept.

Mevcut Kklinik
uygulamayi
degistirmemek
mantikli
goriunmektedir,
ozellikle agir sepsis ve
septik sokun erken
fark edilmesi ve 3
saatlik “bundle”
uygulamalar1 aynen
devam edilmelidir.



Sonuc¢

Klavuzlar 6neri niteliginde
Klinisyenin karar verme yetisinin yerini tutamaz

Protokol tabanli standart tedavi 1le klasik bakim (yatak
basi uygulama) arasinda beklenen fark yok.

Erken tani, erken ve uygun antibiyotik, yeterli s1vi
restisitasyonu, vazopressor destek hala onemli bilesenler

Sepsis konusunda bilgi tutum ve davranis degisikligine
gereksinim gosteren egitim sart

Multidisipliner yaklasim ¢ok énemli



Tesekkiirler. ..



